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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 04 3 0) 
& 436 CERTIFICATE OF DEATH wis waeeee 


1, PLACE OF DEATH a ye ternal (Where deceased lived. IF institution: Residence before admission) 
°. o. 


. COUNTY 
Carroll aca yweryland » COUNTY RrEWENKE Garrett 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


kesville L, Oakland 


d. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ADDRESS 
OR INSTITUTION ) x 
1X30 


3. NAME OF it idl 4.D, 
a es Middle lost as Month 


(Type or print) 1 DEATH 


Ba 1 4 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours] Min. 
Mi A widowed (] DivoRCED F 2 /20/8, 72 oy 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
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j Le Pensylvanis. USs 


14. MOTHER'S MAIDEN NAME 
Maggie Hoult 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT 
(Yes, no. oF unknown) {I yes, give wor or dates of service) 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0043: 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


lL 
9. COUN’ 
"ARR LiL MARYLAND 
c. CITY.OR eee: te outside corporote limits, write RURAL ond give nearest town) 


b. CITY OR TOWN i outside corporate limits, write RURAL ¢ LENGTH OF STAY IN Ib 
‘ond a nearest Taye av 
3 hers — SLED Aves . 
d. “€ i HOSTAL ani peter (If not in hospital, give street oddress) d. {34 gw Be. « eng 
(2 YES g No By 


Reg. Dist, No. 


2. USUAL RESIDENCE (Where deceased lived. if inslitutiom Residence before odmission) —,/ 
estate VVC. b. COUNTY 


3. 3. Name or Tern ao te Shite a 2 oe a. sfraxt fd ‘Month 
CType or pin M 17 a) VALEATIA Lea CAA OeaTH By, we 


IFUNDER 1YEAR} IF UNDER 24 HRS. 


Min, 


6. COLOR OR RACE }7- MARRIED [1] NEVER iii [Aj | 8. DATE OF BIRTH 


Fil 14-1900 


(in yeors 
t 
ive kind of work dane 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN pe ai 
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ges most of working Ii 


ie 
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14. MOTRER'S MAIDEN NAME 7) 


ip eR ay 4 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 117. ress 
(Yes, no,oF unknown) (If yee, give wor or date: of service) 
(3) F & 
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(0), stating the underlying DUE TO 
cause tot. Sa oe (e 
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= [200, EXTERNAL CAUSE WAS 7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 18.) 
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§ | CAUSE of BeatH. St: aA. ene. 
- 
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| 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 
Carroll PAARYLAND ©. STATE Maryland b. COUNTY Carrol 


b. cay OR To ‘Quisida corporote limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If autside corporate limits, write RURAL ond give nearest town) 
‘ond give nearesl town), 
Sykesville B e5mos.22days 4). leans, Route #1 Westminster 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street oddress) d. STREET ADDRESS * & Ng 
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13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
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15, WAS DECEASED EVER IN U, S, ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
[Yeu, 00, oF unknown) (IF yes, give wor oF dates of service) a 
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cule t 
e 
or removol 


f 
TO 


ERAL DIRECTOR: Poge 3 should be used os a burial: 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 0 4 
2% i 441 CERTIFICATE OF DEATH kon go 


oad 


er ] 
= i J / 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where wed lived. If institutian: Wels is el 
g 1h ie oneey Carroll MARYLAND STATE Mary lan b. COUNTY arro 
3 3 b. CITY ok TOWN i ‘outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If autside corporate limits, write RURAL and give nearest town) 
ss 
52 : rural Westminster| life >, rurah Westminster 
22 d. NAME OF HOSPITAL (if nal in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
£5 y R INSTITUT 
ao , OR INSTITUTION R F. D. U Re oF« De 6 toe 
ct 
cape) 3. NAME OF First Middle st 4, DATE Manth Day Yeor 
* DECEASED Hayden Christian Bol Tinge San January 2 19 8 
5. SEX 6. COLOR OR RACE | 7. MARRIED L] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE (In yoors [IEUNDER 1 YEAR[IF UNDER 24 HRS. 
~ _ [itere [Wakes [pone “sommes | muee'Ze, 1679 [ SPs ap ee pent ae 
g 10a. eed Sag alee (Give kind of eerrieare 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauniry) 12. CITIZEN OF WHAT COUNTRY? 
a {| fétrrer earner | own Farm Carroll County, Md. U 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Sal Abdiel Bollinger Molly Underzook (Margaret) 
en f 
8 . nes WAS eae SA ee cuoncaa 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Aces soe aaron 
& no oo “S"s"217+28+7079 |Mrs. Reese Danner R 6 Westminster, Mde 
® 
8 18. CAUSE OF DEATH [Enter only one cove per lineffor (0), (bond (.] INTERVAL BETWEEN 
a PART |. DEATH WAS CAUSED BY: ; ee Ly ae) a 
§ ie IMMEDIATE CAUSE (o] é 
= “ub ’ DUE TO 


gove rise to immediate 
cotfse (0). stoting the under. ( OVE TO 


Iying couse lost el lgorautnl lkgeueslio, Ny es felociler AL Yt2 


Parr Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT/NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) ]19. WAS AUTOFSY 
a 


yes[} No} 


Z ‘3s 
Conditions, i ony. = a ~ Ke CC. ign “" Vale, i, Gey he See ar Mnf, 


20a. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) — — 
20c. TIME OF INJURY Month, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, 1 20f. (City or town} {County} (Stote} 
Haut a.m. White Not whil factory, street, office bldg., ' es 
p.m, bd lat work {ar work oOo 1 


21. | certify that | attended the deceased from__ ZA. fate, ww. 27 igh fa! Lo WAZ thot | last sow the deceased 
alive an____ Aidfs ee . 19{-7/__, and thét death occurred at." Laoy fram the causes‘and an the date stated above. 
iS 


MEDICAL CERTIFICATION 


watt A Mla TMM sn eee Vth... piste GY 
ade 


TAME thea G.- Allen Moulton, M.D. 148 W. Main St. Westminster, 


Tio. BURL Cre Zab. DATE THEREOF Zac. NAME OF CEMETERY GRG@REMATORY = 72d. LOCATION (City, town, or county) (State) 
Buried Jan.5,1957|_ Deer Park Smallwood Maryland 


= 


AL DIRECTOR: After this certificote has been signed by the ottending physician ond completel; 


should be detached for use os the buriol-transit permit. 
the registror prior to burial, cremation, or removal, ond in ony event within 72 > ees death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after deoth. Page 4 
moy_ be retained by the hospitol or attending physician. 


= 
& 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘2da. REC'D BY REGISTRAR | 24. REGISTRAR'S SIGNATURE 4 
\ K - ors . f 
ry aN John R.-. Byers Westminster, Mds cate f- boy WeleLN 7 fo 


TA ay: 


ars 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00436 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH hater ie. 74¢ 


LW ern 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUN’ .. 1. _ 
Carroll marvano |] ° SE Maryland + COUNT’ Charles 


b. my OR JANG outside corporate fimity, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Se 
‘kesville Rlyrs.3mos.1l5days Riverside 


d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


ves &] NOC) 


a! 


Bitar prior ta buri 


3. NAME OF Firt Middle 4. DATE Month Yeor 


Lost Doy 
(Type or print) Franklin Gs BURGESS DeatH January 17 1957 
5. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED PQ] 8. DATE OF BIRTH 9. AGE {tn yoo IF UNDER 24 HRS. 
White wivowen] —ovorceo) |Sept.15,189) i ei i Le 


1c. USUAL OCCUPATION ind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, if retired) 3 
apr Fa : Maryland U.S.A. 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
F. B. Burgess Emma Long 


ee WAS sare eid ny IN U.S. ghee eed 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
Ae es Fe Rare ork wor 
Ol Ne - - Springfield Hospital records. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). and {e).) Sons vera 
PART |. DEATH WAS CAUSED BY: 
; IMMEDIATE CAUSE (0) 
o. / DUE TO 


Conditions, if ony, which rs 
gove rise to immediote couse 

(a), stating the underlying( DUE TO 
couse lost. iF pak. {c 


PART Il. OTHER SI FICANT CONDITIONS CONTRIBUTING TO DEATH BUT IT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}/19. WAS AUTOPSY 
Psychos$s. Ww convulsive Gisorder,— epileptic deterioration. vier ne 
a0 


If ony delay is necessary, ples: 


2 2, and 3 to the funeral 
id 2 with the 


x 


f 


File 


ith form PM3. Page 5 may be retained Fa 
-transit permit. 


in pencil in Item 18. Give Pages 1 


ae a CONTERIS ir} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
or 2 
CAUSE OF DEATH. Patient fell on ground and lay in cold. 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED 1200. PLACE OF INJURY (Home, form, 120f. (City or town) (County) (Stoie) 
oor om. While Net while] __ factory, street, office bldg., etc.) | 


PeMe pm Jan.17, 57 fot work O] otwok Gl] Hospital | Sykesville Carroll Maryland 
21. I certify that | took charge of the remains described above, held an Autopsy (J, Inspection [], Inquiry (2. end find that 
death resulted from: Natural causes BE], Accident [1], Suicide [], Homicide [[], Undetermined cause [1]. 


MEDICAL CERTIFICATION 


writing the ward “pending” 
hief Medical Examiner's Office alan 


1GNED 
CHIEF MEDICAL EXAMINER [[] oe 


ASSISTANT MEDICAL EXAMINER ["] 
NAME oes) James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER 1/18/57 
2. BURIAL, CREATION, | 8. DATE THEEOT OF GENEIGRY OF CREMATORY yy 224 IPCATION (City: town, oF county) - (Stete) Z yy, 
A for! #0, 1957 Z LANA M SE 4, Lt 4 4Atf fatsc kh 
Y RE 


AALA pace. gs 
433. ni DIREGIOR’S SIGNATURE oo 2do. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIQ 
YS. AISME(5) } ‘ ’ Ye Lopes é b e 
5M 9/55 SAD AT Eat LPAGL GL, OU. - : Sh, ota LE 2 
x VA 


M.D. 


RAL DIRECTOR: Poge 3 should be used as o buria! 


ded to the C 


or removal 


Fa 
To 


cute the certificate, 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04 4 
CERTIFICATE OF DEATH 


ofl 
te 
‘, 


(= 


= 
~ 
rs 


Reg. Dist. No. 


B= 
3 = . ate 2 Se ee (Where deceased lived. if institution: Residence before admission} 
° o b. COUNRY. 
g3 Carroll MARYLAND Maryland ‘Carroll 
3 3 b. ee OR TOWN {If outside ae ae limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give neorest town) 
6 give nearest _ Pi 
Bz Eo RSS 35 yrs Ld Mt. Airy 
_ ee d. Pagid OF eae ai 8 not in hospital, give street address) ,d. STREET ADDRESS. e. 1S RESIDENCE 
a Sarr . Main Street vs) NOE] 
aa 
£6 3, NAME OF First Middle Lost 4. DATE Month Doy Year 
e {Type or print} EVA M. BUTLER OEATH JAN. Z 2, 9 bye 
nd S$. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED iP] B. DATE OF BIRTH 1 ae (In ald 1F Trak TL YEAR! IF UNDER 24 HRS. 
2 los od Month: Hi Mii 
i female |white |[wwows GQ _pworccom 2-1-1888 GRIN [Months] Dow [Hous | Min. 
10c. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
housework own home Maryland U.Se 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John W. Condon Rhoda Harrison 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, na, or unknown} Itt yes, give wor or dates of service) mz 
no ---- Mrs. Irving Burdette, Damascus, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for {a}, {b). INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: is eae 
IMMEDIATE CAUSE (o! 

Rut K DUE TO 
Conditions, if ny, which Fs 
gove rise to immediote 
cottie (0), stoting the ynder- ( DUE TO 
lying cause lost. , 


Parr ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vio} | 19. Mtat) AUTOPSY 


REFORMED? 
ie GO xnoD 
20a. ACCIDENT WAS_UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING CJ] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 2e. PLACE OF INJURY {Home, farm, 120. {City oF town) (County) (State) 
Hour o.m. White oN wile foctory, street, office bldg., e| ‘, 
p.m. jot work [_] ot wg Ties 1 


au, | certify\that | attended the — from) he. f 62... WEL) io ea 193577, that | last saw the deceased 


fand that death oceurrdd At. (42. .M, fram the couses and on the date stated above. 
ADDRESS (Street, city opTprn, stote) DATE SIGNED 


cua. 


MEDICAL CERTIFICATION 


PHYSICIAN'S 


NAME (Type! Ce a Se 


Zo. BURIAL, eet |g 2. DATE “THEREOF | le. NAME 22e. NAME OF mo 72d. LOCATION (City, town, or county} {Stote) 

ze "SORTAL” | 1-25-19 Prospect Frederick Co., Maryland 
e 23. FUNERAL DIRECTOR'S. ers ADDRESS 24a, REC'D BY wy ISTRAR'S SK ‘URE 

VSAIS8 M0) C. M. Waltz, Winfield, Maryland powre\| 2,8 19°F Ba, Meet 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofler death: Page 4 


SA Nvaun 


TO HOSPITAL OR ATTENDING PHYSICIAN: Titellaws requires that the death certificate be executed within 24 haurs offer death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U043 § 
» 448 CERTIFICATE OF DEATH a f 


oma 


ae ‘ 
£F 11. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
8~ | WB @. COUNTY : 0. STATE b. COUNTY 
= oO \ 
ce ARRO beget A AND BA ORE 
Bis ——“ Ts, CITY OR TOWN (if outside corporote limits, write [.c. LENGTH OF STAY IN Ib ©. CITY GR TOWN (If outside corporote limits, write RURAL ond give neares! town} 
8 a RURAL ond give nearest town) 2 - - Mh 
23 *[_SYKESVILLE 9 days V j 
2 2 = d. NAME OF HOSPITAL {If not in hospitot, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
os & OR INSTITUTION ON-A FARM? 
el - _3501 Barclay St. Balt. 18, Md. | v0) No 
a 5 3. NAME OF First Middle low 4. DATE Month Doy Yeor 
e {type oF print HARRY TYSON CLARK Den = Janua 1 19 57 
=o 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. Sn TF UNDER 24 HRS, 
o Min, 
2s MALE WHITE wipowep J} Divorced [] 4-21-79 2a pak lead k <2 in 
ee Wo. USUAL OCCUPATION (Give kind of wark done] 10b, KIND OF BUSINESS OR TNOUSTRY 11. BIRTHPLACE (Stoe or fereign county) 12. CITIZEN OF WHAT COUNTRY? 
= juring most of working life, even if setire 
23 / TNSURANCE Home Friendly Qo. MARYLAND NITED SDATES 
a5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
se 
wie Charles A Clark Susan Stephenson 
ae 
3 15. WAS DECEASEDEVER IN U, 5. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Es {Yes, 10, oF unknown) (if yes, give war or dates of service) 501-1564 - 121 3rd “eeres N. Ee 
eh 20 _Unknowh 215-O1-156§ Irvin s. Clark washington, D. ¢ 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b}, and (c)-} 


PART: DEATH ANGDIATY Cause fo) CEREBRAL VASCULAR ACCIDENT 


IMMEDIATE CAUSE (0) 
Sh XK DUE TO 


INTERVAL BETWEEN. 
ONSET AND DEATH 


2 hour 


Conditions, if ony, which " 
goye rise to immediote 

co¥se (0), stoting the ynder- ( DUE TO 
lying couse lost. (2 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
yest.) not 


20a, ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, 
Hour a. m. 
p.m. 


21. | certify that | attended the deceased fram_ December _23, 19.56, toJanuary.1__., 19.5/Luthet | lost saw the deceased 


ng physician. 
AL DIRECTOR: After this certificate has been signed by the attending physician and camp! 


hauld be detached far use as the burial-transit permit. Then pl 


the registrar priar ta burial, crematian, ar removal, and in any event wil 


ae =P UAE EDEN OIRLVEASSERESE Re 1 DENTE TT 

Doy, Year ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) {Stote) 
While Not while factory, street, office bldg., etc.) 

lor work [7] of work [1] H 


MEDICAL CERTIFICATION 


olive on_lamary_l_g_-_.. 12-57___. and shokdeath occurred at ¥.2OU_AM, from the causes and on the date stated abave. 
: ADDRESS (Street, city or town, stote) DATE SIGNED 
|) Senator wo. ._.Springfield State Hospital 1/1/57. 


moy be retained by the haspital or atte 


NAME tty e Sykesville, Mary 
@ Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
=e Beer” | 1-457 Moreland Memorial Balto. kid. 
e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. aa, wRCIRIEY fe Baby REGISTR R'S SIGNATURE / 
Vs. AIS {4} John C. Miller Inc. £451 EB, Oliver St. | J! gt ALS 
15M 9/5) AE Ls DnF 


te be executed within 24 haurs after death: Page 4 
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=< TO HOSPITAL OR ATTENDING PHYSICIAN: 


a 


cent 


ith 


in by the funeral directar, 


and 2 shauld be 


+ 


Then please remove carbon papers. Pa 


burial, crematian, ar remaval, and in ony event within 72 hours after death. 


L DIRECTOR: After this certificate has been signed by the attending physician ond campletely 
wid be detached for use as the burial-transit permit. 


 t 


rar priar to 


TO FU! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 0 439 
445 CERTIFICATE OF DEATH vaso OES 


1, PLACE OF DEATH = ete oe (Where deceased lived. ¢f institution: Residence before admission) 


0. COUNTY 73 v, yh 0. STA b. COUNTY /> 
y 0 if MARYLAND p ATT MD te ie 
b. CITY OR TOWN (If ouside am: limits, write |e. LENGTH OF STAY IN Tb s, OR TOWN (If outside corporote limits, write RURAL aa give nearest town) 
‘AL ond give nearest town) 
We 2 res IRIWF STLILN STE 


d. NAME OF HOSPITAL {If not in a jive str 4 oddress) d. ourey ADDRESS: e. IS RESIDENCE 
OR Eee. CH A FARM? 

Ae, AS- 

First Middle 4. DATE Yeor 


Dp ‘ inlaeas ss a Ye) Noe 
is wa 8 
(Type or print) FDA dD WARD & (Ae p Pe PS mi DEATH 193 7 9) 


5. SEX 6. COLOR OR RACE 17. MARRIED [ZJ- NEVER MARRIED [-] |B. DATE OF BIRTH S79. AGE (In yore [IFUNDER | YEAR[IF UNDER 24 HFS. 
Pv] , : lost bitthdoy) Months 
Lt _|wooweoQ __oworceo |) bh -| y "4 a a dee” | 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mgst_of working life, even if retired) ~Y) 


ye XI PRIVE J i : UA S-A. 


13, FATHER'S NAME Ta, MOTHER'S MAIDEN NAME 
MoT lfaowlhy METH WA ; 
ec oe Matas. 16. SOCIAL SECURITY NO. anes Z ia a Sz a FS by lek 
LOYDoO Paes . Dp. 


1B, CAUSE OF DEATH [Enter ony one cause per line for (0), (b). and (c).] \, INTERVAL BFTWEEN 
E 


DEATH 
PART I. négeitl WAS CAUSED BY: é 
IMMEDIATE CAUSE (o! we: : fi <\ ’ aa 4-4 


DUE TO. fs) N } 
ns, if any, which : t 

gove rise to immediote 

couse (0), stoting the under: 


lying couse lost. 


19. WAS AUTOPSY 
PERFORMED? 


AJ Ls ri a yes [] NO 
200. ACCIDENT WAS UNDERNING oO 206. DESCRIBE HOW INJURY OCCURRED. eae ratiralsin injury in Port | or Port Ii of item 18.) 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, we Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour a.m. White Not aie factory, street, office bldg., etc.) | 
p.m. lot work [7] ot Tr H 


MEDICAL CERTIFICATION 


NAME (Type) 


Zo. os 13 NPR: ‘OF CEMETERY OR i ee 'F2d. LOCATION (City, town, or county) — 
> (Speci H idl 
ESN, [-.2/- ToS y DEIPS , WEST (HWS 
= arae 2ha, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE. 
eariilaia’ _ 
“ 


oate /— ) 2, 


$A NVaING 


> NV 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ot 4 4) 
CERTIFICATE OF DEATH 


1, PLACE OF DEA’ 2. USUAL RESIDENCE (Where deceosed lived. if institution: Residence before admission) 
y, b. COUNTY 


manriano || ° PUL ron ae wee 
ihe OR TO HME, ouside corporate limits, write RURAL ond give nearest town} 


d. STREET ADDRESS r 1S RESIDENCE 


> je wey ON A FARM: 


\ 


yes [1] NG, 
SAEGr i i 4. DATE Month Day Year 
(Type or print) & y dean Jaca! 22. Wes 


9. AGE (In yeors |IF BNDER_| YEAR) 1F UNDER 24 HRS. 


oF Months] Days | Hours Min, 
yes 


100. USUAL OCCUPATION (oe kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11/ BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, gven if retired) { 


13. FATHER'S Ni 14. MOTHER'S MAIGEN NAME r 
4& (2 re IAA - wu/bourve 
16. a SECURITY NO. ]17. INFORMANT Address 
es, 16, or ay IIf yes, give wor or dotes of service) S&S ; 1S 4 a 
YYVS_ ara h A YF Ab tHe One [Tbe 


18. ae OF DEATH | ]1e. CAUSE OF DEATH [Enter only one cause per at Wye (oY only one cause per Ijn8 ¥ (b}. and cy J UNTERVAL BETWEEN 
PART I. DEATH WAS CAUSED By: He or A * JO DEATH 
IMMEDIATE CAUSE (o)__(__ 6 Car AS 


ee . ei which is liek ES a TE Lee Veotrhen ds AA 


gove rise to immediote 
cotfve {a}, stating the under. ( CUETO 


lying couse lost. el 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
==>. — = RFORMED? 


os O xo 
200. ACCIDENT WAS_UNDERLYING (] 20b. CESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port 1 of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. pune OF INJURY [Home, fen ! 20F. (City or town) {County) (State) 
Hour 9. m. While Not stile factory, street, office bldg. etc. 
p.m, lot worke-fSp-ur work pi —__ a 


21. | certify, that | attended the deceased from: eitin ae. WLB, to. SAA 22, 19! Z.that | last saw the deceased 


alive pe ae wl Z., and that death accurred oth (PIA LM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


Siti, Ye . fen Jtisgltd. 
Zt LA. ss Le a. PSF LAID: L287 Pres 
par REMATION. [76] 4 mK DATE THEREOF | 220. NAME @PCEMETERY OR CREMATORY Town, or county} 
O rr LL) os 2 P14 Lf 
WNERAL DIRECTOR'S F “ REC S| ee $ SI 
a ies ee ae eT TE IIL 


in by the funeral director, 
and 2 shauld be filed with 


* 


Pa: 


in and completely 


rs afte death. 


a ol 


Then please remove corbon papers. 


L DIRECTOR: After this certificate has been signed by the attending phys 
MEDICAL CERTIFICATION 


fhould be detached for use os the burial-transit permit. 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 h 


‘etained by the hospital or aftending physician. 
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in 24 haurs after death. Poge 4 
in by the funerol director, 
and 2 should be filed with 


6 


) 


Pr 


Then pleose remave carbon papers. 


is certificate has been signed by the attending physician and completely 


or ottending physician. 


ld be detached for use os the burial-transit permit. 


L DIRECTOR: After i 


7: 


the registrar prior ta buriol, cremation, ar removol, and in ony event within 72 haurs ofter death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wi 
moy be retained by the hospit: 


TO FU 
pag 


VS AIS (4) 
15M 9/55. 


‘ Al. erin oe 
es maaviaies 
Carroll a 


-o . . Cumberland 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: «. tS RESIDENCE 
r= OR INSTITUTION ON A FARM? 
Henryton ate Hosanita 225 Independence Street yes [] No 
3. NAME OF First i 4. DATE 
REE ica Middle Lost DA Month Day Yeor 
(Type or print) James Henry _ Davis, Ir, Am 1 619 57 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED if |8. DATE OF B1RTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
fost birthdoy) [Months] Doys Min. 
Fale Keero wipowep [] oivorceo 1-16-1909 7 yes. 
100. USUAL OCCUPATION {Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 12. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
/ ¢ Shoe Repairing Cumberlami, Maryland USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
James H, Davis, S& Bessie Banks 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
A) | Bes 22. 2 aaron (IE yes, give wor of dates of vervice) = 
or. No 214-05-817 anes H, Dawis, Jr. 
18. CAUSE OF DEATH [Enter anly one cause per line far (a), (b), and {e)-] INTERVAL BETWEEN. 
PART |. DEATH WAS CAUSED BY: Brain Embolus pee) 
IMMEDIATE CAUSE (o} en 
4 the DUE TO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


s 447 CERTIFICATE OF DEATH v0441 


Reg. Dist. No. 
2. USUAL RESIDENCE ‘(Where deceased lived. If institution: Residence before admission) 


Me Maryland b, COUNTY Allegany 


c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 


b, CITY OR TOWN (If outside carporate limits, write] c. LENGTH OF STAY IN 1b 
RURAL bab nearest town) 
oryton 11 days ‘ 


Canditions, if any, which e Carcinooma of left soft palate 
gove rise ta immediate 
catse (a), stating the under: 


[te 4 
lying cause last. 9 te) Far Adv. Zk, Pulmona: T. B. late Syphilis 


Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. was AUTOR 
yes (] No ( 


20a. ACCIDENT WAS_ UNDERLYING C] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Part I of item 1B.) 
OR CONTRIBUTING [J CAUSE OF OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (Stote) 
Hour a.m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 fot work [] ot work [] ‘ 


21. certify that | > ae the deceased from. , 12.22_,that | last saw the deceased 


alive on ‘2M, from the causes and on the date stated above. 
ADORESS (Street, city ar town, state) OATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 


NAE (type] T.F, Vestal 


Zo. BURIAL, CREAMMMON, | 22b. DATE THEREOF 3, 2c. NAME OF CEM Pepe 22d. LOCATION (fy, tawn, ar caunjy) {Slole) 
Ce. - 2 [Ef a fs Vifhe 
\L DIRECTOR'S SKGNATURE ADDRES: 24a. REC'D BY REGISTRAI 2ab. REGISTRAR’S SIGNATURE 
bial — CumecfarhanL) yet lo 1-6-57_ § Ye A Moen 


5 


"S °A Avan 


Darsoxt 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0044 4 


‘4 AAS CERTIFICATE OF DEATH ainsi 


fe 


. —, oe tt AL, 
& if 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmissfon) 
° , 2. COUNTY 9, STAT b. COUNTY 
e Carroll MARYLAND Maryland : Allegany 
£ Be b, CITY OR TOWN (IF outside eee Timits, write | c, LENGTH OF STAY IN Ib. c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town} 
g 6a RURAL ond ves negr, a i ‘ 
2 52 ykesvi e3mos.l3dayp. Cumberland 5/., 9.9 
2 = S d. ete Ge non (If nat in hospitol, give street oddress) d. STREET ADDRESS . Febeiti (3 
Ger Be J OR IN 
fe /5| Springfield State Hospital 5S Cash Valley Road, ves no mg 
5 
a ere } NAME OF First Middle Lost 4. DATE Month Day ‘Year 
a : {Type or print Charles William § DAWSON DEATH January ae 19 57 
c 
= Poy: 6. COLOR OR RACE | 7. maRRIED PY NEVER MARRIED [-} | 8. DATE OF BIRTH 9. fe pS Ton Bar| IF UNDER 24 HRS. 
Mer . Min. 
% cc Male White  |wioowe ovorceof] | June 5, 1909 © ai i eg ? 
3 & ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 s a ui 1g most of working life, even if retired) Vi U.S.A 
S pes ] orer West Virginia S.A. 
8 2 8 6 113. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= a iY 

$3 ae \ T } George Dawson Rosella Dawson 
z = 5 3 /]15, WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
= a§ —" | Hex, 99, oF unknown) INF yea, give wor or dates of service) . a 5 ” 
8 pe & ¢ No - (Bu Springfield Hospital records. 
° aee i . (b), 5 INTERVAL BETWEEN 
i” | ieee ae aca 
Soo he ee MMEDIATE CAUSE (0), Brain tumor yrseD 
= =F? 2ITK DUE TO : 
= es Conditions, if any, which + 
$ 3 4 5 gove rise to immediote moe “ 
= 25. 
5 §a-£ sotse (0}, stoting the ynder- 
g g a ey lying couse lost. * * (¢ 
3 2 $ 6 = Part {l. OTHER een a CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO TI he (MJNAL DISEASE CONDITION GIVEN IN PART I(0) | 19. A ITOPSY 
ne) B.S.asso.with int tracranial Neoptes eoplasm with psychotic reaction. PEO? 
gases ves NoO 
Fotss 200. ACCIDENT WAS UNDERLYING [)___ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
25 bee cou CONTRIBUTING () CAUSE OF DEATH 
a SLE 3° (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 i) & 20c. TIME OF La Month, Yeor |20d. INJURY OCCURRED [| 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) {Stote} 
E5.°R3 Hour While Holithile foctoty, street, office bldg., etc.) | 
esis lot work [-] ot work [1] i 
64,25 

ae Yetobe te WHEL 
2x32 i we 
GSLeEos a 
E035 yi 
<5bOC. acta Hp yf A ¢ / 
eae 28 AcTUA H! Y hep mo, Springfield State Hospital ae 

faze éj 
25525 PHYSICIAN'S i 
fees NAME (Type)_Walther H, Sonnenfeldt, M.D _ Sykesville: Marvbends. | 3. Bis Sg 
& s@: ‘Mo. BURIAL, CREMA) ay ‘Wb. DATE THEREOF Yc. NAME OF CEMETERY oR CREMATORY 9 Z2d. LOCATION (City, towp, or county) Stote: 
LSP ee EMOVAL (egy =c7) ; ' y 
Ofote ks Lf. a LLé i PA CLA A: KAY: 
Fe 
hats 70 LK LATE mbit 


RE EGISTRAR 2b,} PISTRAR'S SIGNATURE 
— Fe 
DATE 2S v 


N 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


J in by the funeral director, 
land 2 should be filed with 


a 


se remave carbon papers. 


Then pl 


ing physician. 
ate has been signed by the attending physician and comp! 


, cremation, ar remaval, and in any event within’ 72.haurs after death. 


hould be detached for use as the burial-transit permit. 


AL DIRECTOR: After this ce 


istror priar to burial, 


& 


may be retained by the haspitol ar 


TOF 
pa 
ther 


VS AIS (4) 
18M 9/85. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0044 3 
» 449 sea OF DEATH , d 


eg. Dist. No. 


nce before od 


MARYLAND @ AP 


b, CITYDR TOWN TIF 01 iene co Cab! OF STAY IN 1b 2) ye i ae a ert fmits, writeRURAL ond give nearest to 
R Uefa roe PE. ya 
1 fe ar 
. NAME OF ee La inf , give treet oe Tr jo. STREET "to @. 13 RESIDENCE 
* oR algae yee ty ON A FARM? 
He Busy ves [] NO 
ead NAME OF La: EPA Ye 
DECEASED (2 AB oa oh (Fe pony ey > 
(Type or print) DEATH 19.57 
& COM a GR RACE 7, MARRIED [4 Never MARRIED oO ite DATE Of ” ae years. IF UNDER 24 HRS.” 
but avs Days Min. 
—— oO pivorceo [] | /. 4, 


100. ¥h io TUPATION (Giye sind < a KIND OF BUSINESS OR INDUSTR adel CITIZEN OF WHA COUNTRY? 
F beng ingst OF 
ot CM ARE, 


a ir 
Pa al “id, ee oa Ya p 
1 ‘AS DECEASED EVER INU. 5. U. 5. ARMED tee 
Yas’ no, or unfrown) {IF yes, give wor or dates of service) Wa f/ 
ae es 62 ESL os “the bs 


1B. CAUSE OF DEATH [Enter only one couse per line for (a). (b). ond (c). INTERVAL BETWEE! 


PART I. DEATH WAS CAUSED BY: eas jae 
IMMEDIATE CAUSE (o] r 
j 


uy x DUE TO 


1. PLACE OF OEAI Fy 
9. COUNTY 


4, 


a ae lived. If institution: 
b. COUNTY 


aie 


AY 


Mitral Stenosis and Insufficiency 4 yrs 


Conditions, if any, which 
goye rise to immediote 
cotse (0), stoting the ynder. (° DUE TO 
lying couse lost. {e). 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART 1(a)}19. Rercctaere, 


MED? 
yes(] not 
20a. ACCIDENT WAS UNDERLYING 1) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part It of item 1B.) 
OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
eo 
20c, TIME OF INJURY Month, Day, Year |20d. 1NJURY OCCURRED — | 20e. PLACE OF INJURY {Home, farm, 1 20F, {City or town) (County) (Stote) 
Hour a.m. While No? While foctory, street, office bldg., ety ' 
PB. m. 19 lot work [J ot work [J 


21. | certify that | attended the deceased from.____ Sent, _...... , 19.52, to. Lanuery3 19. 5'Z.that | last saw the deceased 


MEDICAL CERTIFICATION 


alive an 1a and that death occurred 0.0.24 5PM, from the causes and on the date stated abave, 
ADDRESS (Street, city or town, state) OATE SIGNED 

SGwatur MO. _.------..-23.Morth Main. St...1/3/597._... 

PHYSICIAN'S Manchester, Maryland 


aoe 


LS) Pnauch agli Mautduatig A ok 
! LF bee us LOE 4ald ho 7 
i relia a ait TD SET, qu USSG Yi. APA: ADs 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
, CERTIFICATE OF DEATH veg. on, nf 04.94 


& (CK if ee x 5 pe ola abt (Where deceased lived. If institution: Residence befare admission) 

% °. 9. b. COUNTY, 

5 Carroll eee Maryland Carroll 

° 3 b, Ed ed (if outside eosin limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

6 ‘ond give neorest 

$2 ruraL-Westminster 16 mos. 5 Woodbine 

2 2 d. baa 2 [oll (If not in hespitol, give street oddress} d. STREET ADDRESS e Pee 
. "RD. Winfield ves [J No fq 
iS 5 3. NAME OF First Middle Lost 4. Date Month Doy Yeor 
6 ifsersrpenr) HENRIETTA DUVALL death Senudr 2/4 19h 7 


Pe 


5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [] |. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR| IF UNDER 24 HRS. 
A g ‘4 Be. ‘Months Min, 
FEMALE white wioowen XK] pore] | 7-29-1873 vfs. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


/ housework own home Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
John W. Shipley Eliza Shipley 


1s. WAS ee atte vu. $. ARMED FORCES? 16 SOCIAL SECURITY NO. |17, INFORMANT r, Address 
Olleme- tas |e cs ee | none John W. Duvall, Westminster, Md. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! erthra 


S DUE TO 


Hemerrhage 


Then please remave carbon papers. 


strar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


Conditions, if ony, which 0} 
gove rise to immediote 

couse {o), stoting the under. ( OVETO 
ying couse lost. ‘6. 


te has been signed by the attending physician and completely, 


3 Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
Fle PERFORMED? 
vu 
= | 200. ACCIDENT WAS UNDERLYING C]_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part F or Port Il of item 18,) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
G | ME EITHER, NOTIFY MEDICAL EXAMINER} 
= ————————eee ee eS 
& ]%0c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
a Hour a. nn. While Not while foctory, street, office bldg., ete.) 4 
= p.m, 19 jot work [J ot work [J i 
21. | certify that | attended the deceased from, __-., WS 8, egeuuers, 1 195_Z that | last saw the deceased 
alive on. J enuary 20 23-20, and mai vaeath occurred at_ 222M, from the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
Site LES Cechiell ng dit. Gry, Bewngloed. 12s] 


ghee as LN DOE LS Pe ee ee ee Pe ee 


j Ro. ee gee Wb. DATE THEREOF Zc. NAME OF CEMETERY OF-ERiMtMEORY Tid. Tee (City, town, or county) (Stote 
aes -2 Brandenburg Carroll Co., Marylan 


may be retained by the hospital ar attending physician. 
hould be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
TO FUNERAL DIRECTOR: After this certifi 


7H FUNERAL DIRECTORS SIGNATURE ‘ADDRESS ECD BY gtr Dab. REGISTRAR'S SIGNAT, 
Vs A15 (4| + infi AN 3 = 
eaves" ¢. M. Waltz, bE MB ae J CUA CPEMAL, Z 


I Re 


$ “A nvaund 


Nv 


Dargie = 


in by the funeral direct 
and 2 should be filed wi 


Pa! 


Then please remave corbon popers. 


ing physician. 
‘ote hos been signed by the ottending physicion and campletely 


uld be detached for use as the buriol-transit permit. 
the registrar priar to buriol, crematian, ar removol, and in any event within 72 hours ofter deoth. 


L DIRECTOR: After this ce 


1 


* 


may be retained by the hospitol ar 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 } 4 45 
: CERTIFICATE OF DEATH vere # O0sey 


1. oct tee say! , 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


Carroll MARYLAND |} * Maryland °°" Rrederieck 7 


b. CITY OR TOWN {IF outside et ae limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


RURAL ond give syregres tony ib 9 mos, 26 dy Li Hagerstown 


d. NAME OF HOSPITAL (If nat in hospital. give street address) “d. STREET ADDRESS ©. tS RESIDENCE 
OR ei ON A FARM? 


Springfield State Hospital 111 North Cleveland Avenue © No 


3. NAME OF First Middle Lost 4. DATE Month ie Year 
DECEASED 


OU esi Francis Everett EASTERDAY | em 1957 


S. SEX 6. COLOR OR RACE ]7. marrieD[-] NEVER MARRIED fg | 8. DATE OF BIRTH 9. AGE { mi yeors [IF FUNDER 1 a IF UNDER 24 HRS. 
lost Toad Months} Days | Hours| = Min. 
wiooweo] _—oovorceo] | February 11, 187. 


10a. ~ OCCUPATION, aa d af wark done| 10b. KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (Stote or foreign 182 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Carpenter & Handymat Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Martin Easterday Susan L,. Palmer 


‘AS DECEASED EVER IN U, S. ARMED. ieee 16. SOCIAL SECURITY NO. |17, INFORMANT Address 


see ‘or voknown} Rf yes, give wor or dates of service) 
o - Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (6), ond (@)) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ¥ / 4 AA, [4 y j ONSET AND DEATH 
IMMEDIATE CAUSE (0] L d v cee “C17 a Aserthectptyge 
/ f DUE TO 


Canditions, if any, which (oy 
gave rise ta immediote 

cate {a}, stoting the under. ( PUETO 

lying couse lost, ) 


Past I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. us AUTOPSY 


Chronic brain, syndrome assoc. with disturbance of netabolig Ms growth or SORE | 
D on " 0 sen e Drain Gisease Nn psveno eo No 

200. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il af fem 18) 

OR CONTRIBUTING (] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 


Haur a, m. While Not whil factory, sireet, office bldg., etc.) 
p.m. 19 fot work [7] at work: ‘oO i 


21. | certify that | attended the deceased fram, 
alive on_ JApUAry. 6 oe and that "death ocured =. 52304, fein the causes mt on the date stated above. 


MEDICAL CERTIFICATION 


ADDRESS (Street, city ar town, stote) DATE SIGNED 


SUA Vole ¢ y LUMA, vo. Springfield State Hoapital_ 


MAREN Walther H. Sonnenfeldt, M.D. 


i 
Bub et Jan .25 19 ohn! yers e,Fred co. M 
oy, SIGNAL "Pai. Lop Bi ise Merrie, LL a. REC'D BY REGISTRAR | 24b. vies SIGHATURE PY, 
| (Aza, LiLEE PELL, A OD 1A 4 dl hry 


cod 


in by the funeral director, 
and 2 should be filed with 


Pq 


se remove carbon papers. 


Then pl: 
ta burial, crematian, or removal, and in any event within 72 haurs after death. 


prior 


\L DIRECTOR: After this certificate hos been signed by the attending physician and campletely 
auld be detached for use as the burial-transit permit. 


may be retained by the haspital or attending physician. 
trar 
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TO FU 
pa: 
the ra 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 uU44u 
CERTIFICATE OF DEATH Reg. Dist. No. ? 


1. PLACE OF DEATH ee ag ne Roige (Where deceased lived. If institution: Residence before admission) 


* Carroll County, Maryland mamano || 9S and b. couNTY J 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ic city OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL ond give neores! town} 746 
x wal Sykesville 4 days Baltimore 3 , 


4 


o 


d. NAME OF HOSPITAL {if not in hospital, give street address) d. STREET ADDRESS @. tS RESIDENCE 
OR INSTITUTION ON A FARM? 


Sprinefield State Hospital 1008 S. East Ave. Balto. 24, Mi.| sO now 


3. Nae First Middle lost 4. ere e' Doy Year 


(Type or print) Thomas Joseph Evans DEATH 28 19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED Pe] NEVER MARRIED [] [8 DATE OF BIRTH poe Ss IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Ween at 
Mele | white wiooweo []__olvorceD F 22-1878 is beatles 


10a, peat eS uly) (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign ae 12. ia OF WHAT COUNTRY? 
during most of working life, even if retired) 


Retired Foreman Baugh's Chemical Maryland 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


George Evans Mary Dunnigan 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, | 17. INFORMANT 
(Yes, 00, oF unknown) {IF yes, give woe oF dates of tervien) 
212=05=-834 Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (o}, (b}. ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: B meh eunonia 
IMMEDIATE CAUSE ei, eee 


- 


Conditions, if ony, which 
gove rise to immediate 
cause (0), stoting the under: 
lying couse lost. 

Pact Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop] 19. ae 


yés[] No] 


20a. ACCIDENT WAS UNDERLYING (]_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) {Stota} 
Hour a. pn. While Not while foctory, street, office bldg., etc. " 
p.m. 1 jot work (] ot work 7] 


21. | certify thot | attended the deceased fram.__l=24_ WSL, to 1L=28_______.., 19.57. that t lost saw the deceased 


olive on. 1-28, 12_5Z,.., and that death occurred at_°25.L5_M, fram the causes and an the date stated above. 
5 ADDRESS (Street, city or town, state) DATE SIGNED 


MEDICAL CERTIFICATION 


<) Gertrude lM, Gro&s , M.D. __ Sykesville 


Ra. enova ee) 2b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
VAL (Specify 
ante ais Oak Lawn Baltimore, Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qdo. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE Wj 


Lilly & Zeiler Inc., 03 S. Wolfe Street (Clar] 4QK7 ee Fee 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0044 4 
| 4a CERTIFICATE OF DEATH 


ll 


Reg. Dist. No. 


Pr 2 

5 = 1. Sale 2 USUAL, RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 

2 o. b. NG 

= MARYLAND 

32 ! "“Waryland arroll 

Bo b. CITY OR TOWN (lf are corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (lf outside corporate limits, write fen ‘ond give necrest town) 

5 al oa ‘and give nearest fawn) 

23 Westminster 

= = da. a OF aenne (If not in hospital, give street Lae ye STREET ADDRESS: . IS RESIDENCE 
= pe) OR INSTITUTION ON A FARM? 
a 2 nna Aven yes (]_ No Ex 
£5 3. NAME OF First Middle Ugst 4. DATE Month Ooy Year 


DECEASED sf 
Uiperocerm) Bear Januar 29.19 57 


rn q 
a AS Shades 
5. SEX S. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED. ral B. DATE OF BIRTH 9. AGE (In yeor ; yeors [IF UNOER | YEAR| IF UNDER 74 HRS, 
jos! birthdoy a, 
ma Wh wiooweoy] —_oworctot} | Mar.31, 1866 90. ee Bad A 


6 


Pi 


10a. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
{ se most af working life. even if retired) 
; Own yome Maryland U.S.A. 
I 13. TATE NAME 14. MOTHER'S MAIDEN NAME 
ohn Halter Rossanna Favor 


15. WAS DECEASEO EVER IN U. S. ARMEO FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
Fes, 10, o¢ unknown) [IF yes, give wor or dates of service) . 
6 is Sell paeracakieg none Mr. Maurice Utermahlen, Westminster, Md. Ri7 
18. CAUSE OF DEATH [Enter onty one couse per line for 40), (bl, ond (€)-] (/ INTERVAL BETWEEN 
PART (. DEATH WAS CAUSED BY: Cate C 2.0 Miasereh Pe 4 DE 40. 


IMMEDIATE CAUSE (a! 
DUE TO 
Conditions, if any, which {b) = 
gove rise ta immediote 
couse (a), stoting the under, ( OVE TO 


lying couse lost. c 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


ERFORMED?: 
yes] No] 
20a, ACCIDENT WAS_UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
'20c, TIME OF INJURY Manth, AF Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ha (City oF town) (Count {State} 
Hour a. 1. While Not while foctory, street, office bldg., etc.) s ” 
p.m, lot work [7] at work 4 


21, | certify that/t attended the deceased fram._. -, 1I9_ f,that t last saw the deceased 


alive on__. “ _, Wh -;-. ang thal death occurred pee = , ffom the causes and “44 the date stated above. 
LT > Street, city of town, st z E SIGNED 


oh 
pats i wcthe a | 
SIGNATURE LY °, 0. 


PHYSICIAN'S. 
NAME (Type} 


Zia. hil ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
MO’ pecity) 
Pleasant Valley Uemetery Pleasant Valley, Maryland 


Then please remave corban papers. 


ny 


MEDICAL CERTIFICATION. 


lhould be detached for use as the burial-transi? permit. 
Mtror priar ta burial, crematian, or removal, and in any event within 72 hours after death. 


‘© FUNERAL DIRECTOR: After this certificate has been signed by the altending physician and campletely, 


may be retained by the hospital ar offending physician. 


Ee 
e FOr, ADDRESS 24a, RECO BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
1 4 2 
YEAIs 4a : Rae alco , Maryland ore f ~D je SSS oe Paull, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


044 


a 


y : CERTIFICATE OF DEATH ag OR, ? 
3( Mi he PLACE OF DEATH “Ge: 2. USUAL RESIDENCE (Where deceoed ved. I inition: Residence before oinion) 
¢arroll mamano || "Maryland Sei to v 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Yo/- 4 Baltimore City 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b 
RURAL ond give neorest ae 
Sykesville 3dyr , lmo,19dy| 


in by the funeral director. 


and 2 shauid be filed 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
- OR INSTITUTION — ON A FARM? 
/ Springfield State Hospital 1421 West Lombard Street yes] No® 
3. NAME OF First Middl 4. DATE 
eee irs idle Lost ie Month Day Year 
” {Type or print) George Eddy FRIZZELL DEATH January 17 ~ 1957 
5. SEX 6. COLOR OR RACE [7. 8. DATE OF BIRTH 9. AGE (I IF UNDER 1 YEAR]IF UNDER 24 HRS. 
e MARRIED [_] NEVER MARRIED EJ OF 8 4 ition)” ae 
: M W wipowep (J pivorceD[] | Aupust 27, 1881 
a YWOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ry 3 during most of working life, even if retired) 
eo Farmer Maryland USA, 
a5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8° 
ee eogge | rizzel Laura Taylor 
a 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17, INFORMANT ‘Address 
& = 1Yes, 90, oF unknown) {If yes, give wor or dates of vervice} 
aN } No Springfield Hospital records 
ge 
Bre 18. CAUSE OF DEATH [Enter only one cavte per line for {0}, (B), ond (c}-} INTERVAL BETWEEN 
ae 
ay PART 1. DEATH WAS CAUSED 8Y: hae 
as 9 IMMEDIATE CAUSE (0 
= &Y (Oo DUE TO 


is certificate hos been signed by the ottending physicion and completely 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 haurs after death: Poge 4 


4 Conditions, if ony, which 
ES gove rise to immediote Mid 
ger cotse (0), stoting the under- 
e4=d lying couse lost. {ed 
oS ae 
a) 5 Z z Part H. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
ie ale i a PERFORMED? 
é Mm 
G58 8 A1S| Dementia praecox, paranoid type ves &] No) 
DORs © ['200. ACCIDENT WAS UNDERLYING []__ 206, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
3 =a 2 OR CONTRIBUTING O] CAUSE OF DEATH 
Sle 3 © ](IF EITHER, NOTIFY MEDICAL EXAMINER) 
os 56 S ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (Count {Stote) 
ty) 
5.285 ray Hour a.m. 1 White o Not sale foctoty, street, office bldg. etc.) ! 
+i 2 p.m. jot work [J of work H 
o e 
te wets 
eho. 21. | certify that t attended the deceased from__October 20,, 1954, to January 17,, 19.57 that t lost saw the deceased 
2, a 
wa S 3 5 alive onganuary 17, 19. ioe and that death occurred at__93 00P, , from the causes and on the date stated above. 
03 3 $ y) e ER ADDRESS (Street, city or town, stote} DATE SIGNED 
rol e. 
Bese yl [SiMe COM SAA ono Springfield State Hospital 1/18/57 _ 
faze 
3 ‘ 
e328 RaMe(iresy Edmund Lusthaus, M.D. Sykesville, Maryland 
8 ». Wo. BURIAL, CREMATION, | 22b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (Stote) 
SBos REMOVAL (Specify) ¥ 
eget Buria 9 oudon Park Cem Balt a 
= 


BY REGISTRAI 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 4 49 
CERTIFICATE OF DEATH ss le ime 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutiag, Residence before odmission) 


©. STATE b. county / ! : 
MARYLANI 
: [~[ PR: ARGO Li. 
¢. LENGTH OF STAY IN Ib Reve OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


64 Yrs, WESTMINSTER 


S Pe 
“Td. NAME OF HOSPITAL (IFnat in hospital, give street address) he STREET at @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
ves [] NO ing 


3. NAME OF Fint ee > tot 4. pate Y 
DECEASED = { ied Manth ‘Gay AS 


(Type or print) ee A Hf > &7a} y RoC} DEATH 19. 


5. SEX. 6. COLOR OR RACE 17. MARRIED ASH ace 1 [6 Oate oF Bet 7A; jt RIF UNDER 24 HRS. 
lost birthday Min. 
wiooweo fT] bivorceo ] |2 = 22-48 FO en tl y 


10a. USUAL OCCUPATION ae Kind of wark 4 1Ob. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign ny 12. iste OF WHAT COUNTRY? 
/ during most of workin en if retired), 


ALY f > 


ad 
3. FATHER'S N 14, MOTHER'S MAIDEN NAME 
OHA 
. WAS DECEASED EVER INU. 5. i FORCES? |, = SECURITY NO. [17 INFORMANT : ; 
y) vi (UF yes, give wor or dates of vervice} iy ; {. 
“a4 O 2 tf. a {didi tt 


Pa CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c). ] INTERVAL BETWEEN “1? 
PART |. DEATH WAS CAUSED BY: =? ee ee 
gan IMMEDIATE CAUSE (a]__- 
DUE TO - 


Conditions, if any, which ) 

gove rise to immediote 
couse (0), stating the under. ( OVE TO 
lying cause lost, () 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. Was iAurotet 
yes] no 


ae, 


> 


in by the funeral directar, 
and 2 shauld be filed with 
~ 


eo 


Then = femave carbon papers. Pel 


te be executed within 24 haurs afler death: Page 4 
ta burial, cremation, ar remavol, and in any event within 72 hours after death. 


ical 


‘7 


¢ 


a. ACCIDENT WAS_UNDERLYING. 50 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port for Part Il of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, we Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or tawn) (County) (Stote) 
Hour an. While Not sie Factory, street, office bldg., etc.) | 
p.m. Jat work ([] at wark 


Salm, 19 (o,that | last saw the deceased 


=a “ina that death occurred ot _LO _/7-_M, fram the causes and on the date stated abave. 
ODRESS (Stree!, city or tawn, stole) 


tror prior 


auld be detached for use os the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0045 
. 455 CERTIFICATE OF DEATH Rigiwuriven, PP 


al 


st 
ge ons 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
Y ne \ 0. COUNTY Pry eer 0. STATE b. COUNTY 
3s arro Maryland Montgomery z 
Be b. CITY OR TOWN (If oulside corporate limits, write |. LENGTH OF STAY IN Ib || c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest lown) 
$2 RURAL ond give negrest town) es ed é 
32 Sykesville s.19 days /5 ,2-9Poolesville 
= ot d. NAME OF HOSPITAL (IF not in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
=e z OR INSTITUTION, j ‘ON A FARM? 
nee Springfield State Hospital = yes (] No DY 
ee 
£5 3. NAME OF First Middle tow 4. DATE Month Doy Year 
DECEASED oF 
(Type or print) Caroline FR DEATH January 25 1997 


S. SEX 
Female 


6. COLOR OR RACE | 7. MARRIED ["] NEVER MARRIED [JC 
White wivoweo [J —_—bivorceo [) 


P 


YE 
B. DATE OF BIRTH 9. ade on 1€ UNDER 1 YEAR| IF UNDER 24 HRS. 
t birthday} Do} Min, 
ray 7, 2670 | “BBM [Al me roy 


a 10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a } during most of working life, even if retired) . Aer 
e8 None Oe Virginia U.S.A. 
& Ss 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
3s 2 
— Joseph Frey Sophia Apple 
3 I] i WAS. oe ee INU. S. ARMED eid 16, SOCIAL SECURITY NO, |17. INFORMANT Address 
as, no. oF unknown} {It yen, give wor or dates of service) 

AS ‘| No - tebe Springfield Hospital records 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond (c}-] INTERVAL BETWEEN 
6 PART I. DEATH WAS CAUSED BY: . ONSET AMD IBEETH 
§ IMMEDIATE CAUSE (o)__ PULMonary embolism astan 
= uy > DUE TO 

Conditions. if ony, which »___Jhrombosis of iliac vein Minutes 


gove rise to immediote 
covse (9), stoting the under- CREO 
lying couse lost. () 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE, aes GINEN Nee 1 19. WAS AUTOPSY 
r C,B.5S.asso,with dis son Prowl Metab t olism or nutrition,w senile bra’ PERFORMED? 
disease h ot réaction yes [] NOxt) 


200. ACCIDENT WAS UNDERLYING (]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Port Il of fem 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o. m. While Not white foctory, street, office bldg., etc.) 1 
Pom, 19 Jot work [] ot work (CJ t 


or attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physician and campletely 


MEDICAL CERTIFICATION 


wid be detached far use os the burial-transit permit. 
nstror priar to burial, cremation, or removal, and in ony event withi 


* 


TO FU 
pag 
the r 


4 21. | certify that | attended the deceased from January 6, 19.94, radanuary 25, 1957 that t last saw the deceased 
3 alive on January 2 Lee Br | Bs 4 ond that death accurred ot _2 200A yy, fram the causes and an the date stated above. 
Fa ie / Wt J yi ki [ ; ft ADDRESS (Street, city of town, stote) DATE SIGNED 
3 / SENATUR i c ' Ve } ty M mo, Springfield St te Hos ital —_ 1/25/57 3 
P38 name (ee_Walther H, Sonnenfeldt, M.D. __Sykesville, Maryland, 
ev 
3 
& 


T2o. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) Y y 0 . */) 4 ) 
7 LESS” Whertocee< Wea hl d ou ZL 


24a. REC'D BY REGISTRAR 24b, REGISTRAR’S SIGNATURE 
Howe /-25-5°7 | 0 HOECG HX 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death? Page 4 


& 
> 


7 


Ra 
a. 
wr 


TO HOSPITAL OR ATTENDING PHYSICIAN: ne law requires thot the decth certificote be executed within 24 haurs after death: Page 4 


~*~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 J 
(also Sarah Elizabeth / ) CERTIFICATE OF DEATH Reg. Dist. No. f 


od 


Be z 
ae 1. PLAGE OF DEATH no 2, USUAL RERIDENCE deceased Ijved. If institution: Residence before odmission) J 
£3 ed alee. ao maryLano |] ° b. COUNTY v 
Se b. ee OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ITY OR TOWN wb tide. ee limits, write RURAL ond give nearest town) 

58 RAL ond give pegrest town) . 

$2 mak W295" 

oo a d. NAME OF HOSPITAL {If not in hospitol, give street addres} d. STREET oe < @. 1S RESIDENCE 

= 4 z 2QR INSYTUTION) « a 34 Ad ON A FARM? 

BS ° Zo 33 ves no fy 
£5 3N q First Middle Lost 4. DATE Month Doy Year 


Sa, LIZABETH SARA KRDNER| tom Fans ti 19 5 
; 4. COLOR OR RACE |7. MARRIED] NEVER MARRIED (~] |8. DATE OF BIRTH 9. ie m Jeon If UNDER 24 HRS. 
Pea. ree 867] Bare [enl e [vee | e 


10a, betel OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign Sh 412. IZEN OF WHAT COUNTR’ 
A ¥ 
TK omy 


during pest of working life, even if retired) 
I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME J 


“| Jou HARDEST ER SARAH  PiCKERIN 
ah SSSR TING) 2 TURN ae PORN, Baise 
6 io _| none Kon: Chanter Go o£. ad A _Pralte 


Then please remave carbon papers. Po: 


|, crematian, ar remaval, and in any event within 72 hours ofterdecth. 


1B. CAUSE OF DEATH [Enter only one couse persline for (0). (b). ond (c).] U INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: . 
> oy IMMEDIATE CAUSE (0 VWHAumowi a 
sy DUE TO 
Conditions, if ony, which (bL_ 


gove rise to immediote 


cotse (0), stoting the under ( PVETO 


cate has been signed by the attending physician and completely 


ADDRESS “sd city oF town, stote} DATE SIGNED 
e 


€ 
g 
§ 55 lying couse lost. {e). 
Bes 4 Part Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}]19. WAS AUTOPSY 
£ fo] 
tof s Q . 7 are py RFORMED? 
685 rel “ ch. OMe Lana C 5 ol «Mees eo no] 
4 I ran | 
03 = | 200. ACCIDENT WAS_UNDERCYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injgy in Port | or Part Il of item 18.4 f 
Se & OR CONTRIBUTING [J CAUSE OF DEATH 
es2 © [UF EITHER. NOTIFY MEDICAL EXAMINER) 
5 A ee Se ee re SS ee 
58 & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
ge a Hour a.m. While Not while foctory, street, office bldg., yy 
5 z p.m. 1% fot work [J] ot work 
re 
at = 
FS 21. | certify that | attended the deceased fram___2-._ 2.3. __, 19.4.6, ee 2 oe | ee 4 19.5 Fthat | last saw the deceased 
<< © 
2D alive ont i ‘o. aay and that death occurred at? OS. 2M, fram the causes and on the date stated abave. 
mo 
83 
g3 
az 
7 2 


a 
rar priar to burial 


oe PLD AlZKRAVKL -D 


* 


may be retained by the hospital or 


2d. LOCATION (City. town, or county) {Stote) 
> ce i 
5 2 Baltimore, Maryland 
ry 24a, RECD REGISARAR =| 24b. REGISTRARS SIGNATURE 
vs, Als 4) 


a 
3 


pate S/ 15/5 C. Marri. Legs 


| ‘A Avan 


£561 gj NVE 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1mG209 1-2h-5/ et 


onal 


0045; 


Items 1e,2e,19 Fi = 
CERTIFICATE OF DEATH 5 
3 oe fe Reg. Dist. No. 
cs bed 
S 3 = 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 
o a. oO. n 
< 8 i Carroll | MARYLAND Maryland 6. COUNTY Baltimore City ~ 
= Be b. CITY OR TOWN {If outside corporate limils, write | ¢. JENGTH OE STAY IN Ib || _ c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
B 34 a and rte town) vrs. Shs dirs. Baltimore - 
v 32 esville oyvrs obhs.|| Vol. 
2 2 8 d. OF eC ee (if not in hospital, give street address) d. STREET ADDRESS ; ‘ * Hy ie ng 
6 = aga iN 
Beas / Springfield State Hospital, Unknown vet] NO 
o ct 
£ £6 3. NAME OF First Middle lost 4, DATE Manth «Day Yeo, 
= é Poe eae Katherine G. Grasty oe a 20 1 
< 
= =e 5. SEX 6. COLOR OR RACE |7. MARRIED ["] NEVER MARRIED [2 | 8. DATE OF BIRTH 9, AGE (In fen IF UNDER 24 HRS. 
= 2 irthday! i 
Bas é Female White wioowen [] pivorceoft] | Feb ? 1885 vi) —_ Vc acc al pont 
a 
3 £8, 10a. USUAL OCCUPATION (Give kind af wark dane] 10b, KIND OF 8USINESS OR INDUSTRY |11, SIRTHPLACE (Stote or foreign cauniry) 12. CITIZEN OF WHAT COUNTRY? 
g 88s cup 10s! of working life, even if retired) 
2 ae, inknown U8 Ne 
KH 
Bf My 8 5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
S 
eke F.A.Grasty Mary.V.Lowenbach 
= = 8 i V6. WAS Peeerace even TN U. 5. lec taay ie tsa! 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a fas_na, oF unknown! Yet, Give wor of dates of service) " 
g pte nknowmn | 4s Hospital Records. 
ge te & 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b}. and (c)-] INTERVAL BETWEEN 
v0 £ay PART |. DEATH WAS CAUSED BY: 
2 5: oe uwas causeo sy: Carcinomatosis apdomi: 
=) StS 175K DUE TO 
a 
eS Foe Conditions, if any, which Carcinome of the ovaries 
- ES se yet ae 
o BES gave rise ta immediate 
= 26c ; ; DUE TO 
| debe catse (0). stating the under 
& s? 3 z lying couse last, ta 
= a4 3 o_. bs Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19.. pea elo 
=- > 7 oO = 
Ess g Dementia Preecmx years Yes 
2ago56 o O xo 
2 2 y 
ie 2 2 5 = } 20a. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 
S28. & | OR CONTRIGUTING (J CAUSE OF DEATH 
aSfLE i) © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Yseszss & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY iHome, form, | 20f. (City or tawn) (County) (State) 
Recs Se Fa Hour 9. m. ay While, Not white foctory, street, office bldg., ele.) # 
32 a: = p.m. jat work [[] at work [7] ‘ 
eyes 7 
zene 21. | certify that | attended the deceased fromNove30_ 1926 to dane 20 _ 1PT_.,that | lost saw the deceased 
<o28 , 
Bee of = alive on_Jan 20 __ ees ea) PIget and that death accurred at L2-50am, from the causes and an the date stated abave. 
is = 9 s 9 rs ADORESS (Streel, city or town, stote) DATE SIGNED 
<203s std hu de wo, Springfield State Hospital. 1-20-57 
O8eDa s —_ Se ae OP. Weds Gan Tree 
Zbl2s PHYSICIAN’ 
Zog5 NAME (ty Agustin del Campo.M.D ; “2 
= od ~ SS So eS ES SS 
Ks 3 ‘i No. Sete TON ‘ac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} (State) 
22D REMOVAL (Speci : is 
See ke DY RIA Tan, 22,14. A OVDEe, ParK Cen. BA LTIMeERE DAR YCANMD 
= 73, FUNERAL DIRECTOR'S SIGNATURE ADDRESS Zao. REC'D BY REGISTRAR | 24b, REGISTBAR'S SIGNATURE 
¢ J — 4 + 4 
Tea yes" fentarn Cook swe. (2/7 ST: PACE Silom -20-$ ee, Ak 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ARE CERTIFICATE OF DEATH 


vu4 


Reg. Dist. No. 
r 1 Liga ee Le es 5 Me cas RESIDENCE (Where geceased lived. If institutian: Residence before admission} 
°. b. COUNTY 
MARYLAND 
C CE LL ie LTA 


¢. SITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 


YOR Be re eer OF STAY ay Tb 
| é Ly ae ¢ 
ZL, Gorgiect bey (ie L latte. Y's 
‘d. NAME ‘OF HOSPITAL {f nol in hospital, give street oddress} oe Sacer QDRESS e. IS RESIDENCE 
al OR INSTITUTION: Wy ON A FARM? 
lL COLLEP CG yes (] NoSgy 
3. NAME O7 First 4, DATE fel Day 


CHARIES Blam z yer 


5. Hy 6 eer ‘OR RACE |7. MaRRIEO(-] , MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years TF UNDER 24 HRS. 
lost cliiioy) Min. 
wIpoweo DE OIVORCED [] ye SG Oy. base 
0b, KIND OF BUSINESS OR INOUSTRY|11, BIRTHPLACE E (Stte at forgign count] as CITIZEN OF WHAT COUNTRY? 
1 4. 
I 7 ZB La a TE LA Cite She 
1 . y 
3, FATHER NAME 7 |i morney a nares t 
/ 

Leg MAL LC, ed te%e ‘LPLEL#A: 


NY in by the funeral directar, — 
@ 2 should be filed ith > 


ES? [16. SOCIAL SECURITY NO. [17. INFORMANT 7 ; ye / 
? ; e j te q 
= LO -4 Lita THAME OC. A] £4 "son dl 


18. CAUSE OF DEATH [Enter only ane cause per line for {a}, (b), ond ().) 


PART. ocaTHiwas causep ar. CARDIAL Failure, AsTerwosclercsts, 


of. ‘ DUE TO 


Conditions, if any, which Ns Awvenin, Brovehial Pvermonit 


gove rise ta immediate 
cate (0), stoting the under: ( DUE TO 
lying couse lost. Y 


Patt it, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa) | 19. rear AUTOPSY 


RFORMEO? 
200. ACCIDENT WAS_UNDERLYING D1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part tar Port Ii of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ee O seg 
Saran Penn Tae -7veseersnepr enna 
Pc. TIME OF INJURY Month. Day, Year |20d. INJURY OCCURRED —/20e. PLACE OF INJURY (Home, farm. 1 20f. (City or town) (County) {Stote) 
Hour om. While Not while. factory, street, affice bldg., etc.) 
p.m. 19 fat work (J ot work H in 


21. I certify that Vattended the deceased fram.___./. /2-~_____, 192. 65428 7 ee aaaae . 19.2.4 that | last saw the deceased 


alive on_., a ae ~ 12 > . and that death accurred ad ‘07 BYA, fram the causes and an the date stated abave. 


‘ADDRESS Street, city or town, stote} DATE SIGNED 
Patt es Sai hee, Tanda aoe S7 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carban papers. P. 


The low requires that the death certificate be executed within 24 haurs after death. Page 4 


MEDICAL CERTIFICATION 


foes Aor pling Tig 


| #20. BURIAL, CREMATION, ene, |% - veg ‘Ze, DIAME OF CEMETERY OR-CRY 22d, LOCATION (City, jewn, af caunty) {Stgte) 
22 OVAL {Spesity) GE Y Sg 
pone LLLLE ba a CLOG: 
YA SDRESS” lh, ad 2o. A 3 REGISTRAR a REGISTS An's SIGNATURE 
Bey 3-57 \2 ze 
pl EA ee eee 


ined by the hospital ar attending physician. 
‘AL DIRECTOR: After this certificate has been signed by the attending physician and campletel: 


™ 


hauld be detached far use as the burial-transit permit. 


< TO HOSPITAL OR ATTENDING PHYSICIAN 


a 
= 
ee 
= 
Ps 
& 
“Ss 


% ‘A NVI 


4661 2 N t 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
>» 459 CERTIFICATE OF DEATH 00454. 


mi 


a Reg. Dist. No. 
3 = Fr PLACE OF DEATH a USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) —\/ 
£3 = Carrel marviano || ° *"“Haryvland >. COUNTBaltimore City 311 
3 8 b. oun pews (lf Cine gh limits, write | ¢, LENGTH OF STAY IN 1b. ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 ond g rest town! 
§2 Sykesville 15 days Baltimore SO) eu s 
32 3 
2 2 d. Ba a ee (If nat in hospitat, give street address) d. STREET ADDRESS ets pre 
~ rd 2 ) ON 
= pringtteld State Hospital. 908 Andover Road Balt,18,Md Yee LF] NOS 
e & 
= 6 3. NAME OF First Middle lost 4, DATE ‘Manth Day Yeor, 
DECEASED OF 
r } iypebr aria Mary Louise Gunkel. DEATH 1 1 12d 
y, 
Ey S. SEX 6. COLOR OR RACE |7. MARRIEGIE] NEVER MARRIED [] | 8. DATE OF @IRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a . on) Dae birthday) ae 
é Female White wioowenf]  ovoreog) | fade 78 nO". Pascal Ihe Min 
i Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z / during most of working life, even if retired} 
/|_ Housewife Maryland UeSehe 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ss 7 | Conrad Alvataer Susan Powell 
° a } 
8 Sf s WAS ae, bet al us pilas odds 16. Ke" SECURITY NO. |17. INFORMANT Address 
oe Meow.suyrkee) yes, Give wor or dates of vervice) 
2 eberioHit HO Hospital records. 
Hy 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. and (c)-] INTERVAL BETWEEN 
a rs 
5 PART |. DEATH MCDIAE cause o) Arterioselerotic cardiovascular disease 
= DUE TO 


gove rise to immediote 
cove (0), stoting the under- 
lying couse lost. 


ART “heres SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 


onic brain syndrome associated with cerebral arteriosclerosis PERO 


yes] No Dt 
200. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING £1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ee 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, form, ; 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while factory. street, office bldg., etc.) ‘ 
p.m. 19 ot work [] at work [7] ' 


olive on__dede LA 1 ond that death occurred at2el Pm, from the couses ond on the dote stoted obove. 


vi ADDRESS (Street, city of town, stote} DATE SIGNED 
ve wtin cll i424 fea, Springfield State Hospital. 1-1-1957 


Conditions, if any, ml »_Generalized Arteriosclerosis 


fa’ 


L DIRECTOR: After this certificate has been signed by the attending physician and campletely 
MEDICAL CERTIFICAHON 


hauld be detached for use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs aftec death. 


may be retained by the haspita! ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


igceNs Peustin del Campos MDs fo ee. 
2 720. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county) (Stote) 
2° Buys 12 /5/5 Baltimore Cemetery Baltimore, Maryland 
° A 
yn ‘ages. 
IU, 
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oral 


‘ 
\ 


in by the funeral director, 
and 2 should be filed with 


after death. 


9 


to burial, crematian, ar remaval, and in any event within 72 hours 


prior 


wid be detached for use as the burial-transit permit. Then please remiave terban papers. Pa 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 


ot 


the regitrar 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00455 
CERTIFICATE OF DEATH Reg. Dist. No. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If intlitution: Residence before odmizsign) 
. COUNTY /f 7 G Wy 


MARYLAND 7 }} b. COUNTY a 
AAAs 1s ltt at 
b, CITY OR TOWN (if oulside corporote limits, write | ¢. LENGTH OF STAY IN Tb «. CITY OR TO KM (iF te cogptvole limils, write RURAL ond give neorest town) 
‘ for 


? "7 
SEG, AAL} g ae x2 f1Lece cite 
d. NAME OF Bosra {it mr in hospitol, give street oddress) , d. STREET ADDRESS @, 1§ RESIDENCE 
OR INSTITUTION / ON A FARM? 
vés ENO 
3. NAME OF ¥ Middle ‘ Lost Vv 4. aa yp Month Year 


BEREASE  f J “HARMA wee A 


v 


5. de A a RACE i MARRIED iV ever MARRIED [1] |8. y, rE OF Pal 9. foo Rae RI IF UNDER 24 HES. 
bist bicthday’ Min. 
wipowed [] pivorceo[] [LE ee y, | ey " 
Ya. USU al OCCUPATION aa kind et vere Gas] 1b. KIND OF BUSINESS OR seuielh ‘I, BIRTHPLACE (Stote or foreign country) ao CITIZEN OF WHAT COUNTRY? 
turing most of working life, even if ff g if A 
hk F, » 
f LAS A4-Fh ib spiny A Z 
ER'S MAIDEN, NAME 
Yate da 
1g, WAS DECEASEDEVER INU: $f ARMED le 17, INFORMANT | ‘ 
19h, RO, OF OF yes. givelgror or dates of vervice) i ’ 
LA ER fi {) 


18. CAUSE OF DEATH [Enter only one couse per line for Leh {b}. ond = INTERVAL BETWEEN 


4 ONSET AND. DEATH 
PART I. DEATH Was CAUSED BY. Carcinoma rte lam kj vee 


16 DUE TO 
Conditions, if any, which (b] 


gove rise to immediate 
couse (0), stoting the under. DUE TO 


lying couse lost. © 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ko} |19. WAS AUTOPSY 


PERFORMED? 
ves CE] NO 


20a. ACCIDENT WAS UNDERLYING E]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 8.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) {County} (Stote) 
Hour of. While Not white foctory, street, office bldg., etc.) ! 
B.m. 1 fot work [J ot work] : 


21. | certify thet { Se the deceased fram.________= 79-4 Gt’! last saw the deceased 
alive on_____ van M, fram fis causes and on the date stated above. 


‘ADDRESS (Street, city or town, stote) TE SIGNED 
23 North Main st 1/29/57 
NAME (hope) W.H. Foard M.D. Manchester, Md. _ 
pe. hss CHEMATION. |p. DATE hie y Zac. NAME OF CEMETERY Of/CREMATORY Td. LOCATION (City, loyn,yor coynty) 
i S/ YH LAtf {Le Z inte a 
bo ; / | Zaa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
iia pian _" eft Z lowe Quy Ao- C1 Ave bed. Darn 


‘ 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7 
CERTIFICATE OF DEATH (00456 


oad 


1s eS 
ON A FARM? 
YES o No fq 


o¥e Reg. Dist. No. 
wt ss a ee 
s SF 1. PLACE OF DEATH ~ , ived. IF insti a bdmission 
Ss ee Dp a. COUNTY pened : ) a. STATE 7 oe a BP Arh O 
ht C wus SON L, 
° @~ qi " ienits, wei 3 ¢. CITY OR TOWN (If adtside carporate limits, write RURAT GMM give nearest tawn) 
eo 
$2 Dp 
25 
fe 
DN 
Soak 
ce 
po 


oe 


9. AGE fin years 
doy) 


9 rs Zi 
Ki IF UNDER 24 HRS. 
2 | Seek || 
10b. KIND OF BUSINESS OR INDUSTRY | 11. RIRTHPLACE (Bote iP cauntry) j) 12. C{TIZEN OF WHAT COUNTRY? 
see 7 
O24 —* py é W/L Lf 


Pal 
ne 
= 

= 
INDIR, 
AER 
p> 
Nags 
5 oS 
i=} 
BED 
1a BN 
8 3h 
og! 
= 
3 
of 
2 
351 | 
Q 2 
AS 
O>M 
9 
JE 
= 
~3 


/ AT GCCUPATON (Give Raeedtotisariiane! 
during most of working life, evep if retired) 


Then please remove carban popers. 


18. CAUSE OF DEATH []18. CAUSE OF DEATH [Enter only ane cove per line far (a), (b). ond (a7 anly ane couse per line far (a), (b). and {c). ; ; PSTRaY AL BETWEEN 
PART 1. DEATH Was cuvsib ey, Hypertensive Cardiovascular disease i 
5 ) ¥ DUE TO 
Canditians, if any, which rs diabetes nellitus 


gove rise ta immediate 


cotse (a), stating the under. ( OVE TO 


lying cause fost. ) 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Nap} 19. Siromecr 
LUSK senility ves] Nog] 


20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, en 1 20F. (City oF tawn) (County) (State) 
Hour a.m. While Not while factaty, street, office bldg., etc. 
p.m. 19 Jat wark [1] ot work [J Mt 


21. | certify that | attended the deceased from.__..054. _ . 19....., 10.28 January... 19.5'Z.that | last saw the deceased 


alive on___28. January, | Sarre and that death occurred at_4.20'ZAM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 


Sonatur Lz y } Pe Liberty Road at Eldersburg _ 26.57 


eo Win. H. Lawson, Jr. M.D. Sykesville P.C., Marylend. 


Ber Lea ee Dee lala MAP) — (Peres 772) ae (Cc nD daa (Fe 
/ Lt A] hop f Wats FLL 7 = a -Cb LL) FZALX 
aang! YetdaH LV ovat — BANDS L- Wr \omel-26-57 \C Het, 


MEDICAL CERTIFICATION 


AL DIRECTOR: After this certificate hos been signed by the attending physician and completely, 


hauld be detoched for use os the buriol-tronsit permit. 


® 


moy be retoined by the hospital or ottending physician. 
the regrstrar prior to buriol, cremotian, or remaval, and in ony event within 72 hours after deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 heurs after death. Pa 
pog' 


TO FU 


‘A Aveana 


col OS NW 


Dara nes 5 


TO HOSPITAL CR ATTENDING PHYSICIAN: The. low requires thot the deoth certificote be executed wi: 


n 24 hours ofter decth. Poge 4 


ani 


MAND ST ee el oe ee CALTIMORE, 18 457 
‘ CERTIFICATE OF DEATH 


Sy x GO Reg. Dist. No. 
st 
3 ® fs ose: tary 2. Beating eG (Where deceased lived. If institution: Residence before admission) 
£3 Re Carrell marviano || °"“" Maryland BefOUN eerie 
2. ‘e b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
54 RURAL ond give neorest town! Finksb 
32 Finksburg life sboure 
2 3 d. NAME OF HOSPITAL (If not in hospital, give street oddress) y d. STREET ADDRESS e. 1S RESIDENCE 
=a ” OR INSTITUTION RF f isa a) or FARM? 
me 5) yesf9 No [1] 
a 
26 3. NAME OF First Middle lost 4. Date Month Doy Year 
é ae onerinn Harry Carroll Hughes | tam January 22 457 
i) SEX 6. COLOR OR RACE | 7. MARRIED [9 NEVER MARRIED ey 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a irthdoy) % ji 
Mele | White April'16,, 1880 |" pie [rem em roy 
£ 10. beat ee Meal ted kind rai peices 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
£ luring most of working life, even if retired) 
Ply Kerner Own Farm Carroll County, Md. USA 
ry P ~\ 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


) Adam Hughes Almeda Mann 


i. WAS pee a bacle IN U, S. pe egal 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fer, 9, oF unknown) t pve wor oF service) 
no “eT ST STO) = + + = + | Mrs. Elvie M. Hughes R.1 Finksburg, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c}-] 


PART I, DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (o} 


LgGg, DUE TO 


Conditions, if any, which (6) 
gove rise to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. 


cotse (0), stoting the under. ( DUE TO 
lying couse lost. fe) 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
’ ES ae 4 4 / PERFORMED? 
LV Ah ¢ MA+LKAAF iz, en Avg ves] No Qe 


23 


. ACCIDENT WAS_UNDERLYING (1) 20b. DESCRIBE HOW) INJURY OCCURRED. (Enter ngfure of injury in Port | or Part I! of dig 1B. 
CONTRIBUTING [) CAUSE OF DEATH 


MEDICAL CERTIFICATION 


(iF EITHER, NOTIFY MEDICAL EXAMINER} ax” 
SSS 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o.m, While Not while foctoty, street, office bidg., etc.) | 
Pm. 19 jot work [] ot work [J ‘ 


SS; wHF, to_. --, 192 Z that | last saw the deceased 


=. WSZ_ Yond that death accurred at £2.M; fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


21. | certify that | attended the deceased fram /¢ 
alive an_ 47> AA 


' 2 


maciens =O. L. Billingslea, M.D. 1S. Center St. Westminster, Md. 


72b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
pec 
Burts o25e Calvary Cemeter Gamber, Maryland 


AL DIRECTOR: After this certificate hos been signed by the ottending physicion and completely; 


hauid be detoched for use as the burial-tronsit permit. 


the registror prior to burial, cremotion, or removol, ond in ony event within 72 hor 


moy be retained by the hospital or ottending physician. 


oo 
z 
& 
Q 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 24g. REC'D BY REGISTRAR ab. REGISTRAR'S: SIGNATURE ra) ee 
WHY John R. Byers Westminster, Md. ote J-2 5-5 7| A aaeret (Jel 


SA Nvaund 


rcgt_ 8S NVC 


amt 9 ° 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 0 45 58 
_ gRPicAt EXAMINER’S CERTIFICATE OF DEATH 


= 


age 
ss oS eg. 
ey <= 
23 £ hi 2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. tf institulion: Residence mL edmission) 
- pag carroll marano || @ STATE Maryland b.cOUNTY Frederick  ¥y 
a > 
ze 3 ae PIS OP en itntraiem meer e hee ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, wrile RURAL ond give neorest lown) 
63 ‘and give nearest town! 
ge 2 Point of Rocks 
Fa 8 i d, STREET ADDRESS @, 15 RESIDENCE 
2% 4 S 4 ,9 % ON A FARM? 
5 >, #% 1 Xoo ves) NoX] 
Soa8 ] 4 DATE Month Doy Yeor 
: e DECEASED beard = January 2h 19 57 
5 
& V2 8 5. SEX 6. COLOR OR RACE |7- MARRIED [1] NEVER MARRIED [_]| B. DATE OF BIRTH % lye tin ines JEUNDER TYEAR| IF UNDER 24 HRS. 
TEGt 2 th H Min. 
oes Female White wioowenkg — oivorceo( |Apriz 6, 1871 eb Pe ‘| | - 
” 3 : 10a, USUAL OCCUPATION ere kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY } 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
win durigg mos! of workin, ‘even if retired} 
S22 vl ousewife “Gf Marylant U.S.A. 
>e 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Es James Jenkins Unknown 
% g 15, WAS DECEASED EVER IN U; S. ARMED FORCES? [16. SOCIAL SECURIDY NO. [17. INFORMANT ‘Address 
ar et, 10, oF unison es fee wor oF dates of vervie 
Se ra\ No - get Springfield Hospital Records, 
Ps 18. Nigra ere: srl oa per line for (0), (b), and (c).] ogy, Le 
"ART I. AS 2 
€ DEATH MEDIATE: CAUSE fo} Right lobar pneumonia 6 hrs 
m “Goa x BONE 
- = * 
Conditions, if ony, which p____ Fracture, right hip. 2 days. 
gove rise to immediote couse 
(0), sloling the underlying( DUE TO 
couse lost. (ay) ge (o. 
PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/19. WAS AUTOPSY 
Chronic brain syndrome, senility. vey Noe 


0a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port f1 of item 1B.) 
PRIMARY L] or CONTRIBUTING CF. Rp 
CAUSE OF DEATH. Found lying on floor by bed. 


20c. TIME OF INJURY = Month, Day, Year = }20d, INJURY OCCUR 200. PLACE ‘OF INJURY (Home, Cry 120F, (City or town) (County) (Stote) 
Hew Ke While Not while} factory, street, office bidg., etc.) | 
Ane 422 ot work [] ot work £1] Hospital | Sykesville Carroll Maryland 


21.1 a thot | took aoe of the remoins described above, held on Autopsy [_], Inspection Gd. Inquiry [4b ond find that 
ed from: Noturol couses fi], Accident Suicide [[], Homicide [[], Undetermined couse (J. 


Lae 


8 
< 
ro 
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r3 
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a 
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a 
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RAL DIRECTOR: Page 3 should be used as o burial-transit permit. 


led ta the Chief Medicol Examiner's Office alang 


& TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
cute the certificate, writing the ward “‘pending”’ in pencil in Item 18. Give Pages 1, 2, 


ee Mp, CHIEF MEDICAL EXAMINER [7] ere, 
< ASSISTANT MEDICAL EXAMINER [-] 
Be 6 James T. Marsh, M.D. DEPUTY MEDICAL EXAMINER] 1/25/57 
tg To. on CREMATION, |22b, DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City, town, or county), (tote) 
re St. Paul's Cemetery Point of Rogks, Maryland 
bias, 23. FUNERAL DIRECTOR'S SIGNATURE “ADDRESS ‘2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


M. R. Etchison & Son, Frederick, Maryland RV SACwA 


: 


Es 
= 
& 


© HOSPITAL OR ATTENDING PHYSICIAN: The fow requires that the death certificate be executed within 24 hours after death. Poge 4 
moy be retoined by the hospito! ar attending physician. 


al 


cI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 8 04) 45% 
* 464 CERTIFICATE OF DEATH sina eT 


3 7 Ve arent pee 2. eapkdcls lavage (Where deceased lived. If institution: Residence before odmission) 
° \ °° a. . 
53 Mi Carroll MARYLAND Maryland °°" Mont gomer 
a b. CITY OR TOWN (If outside corporole limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
52 RURAL and give eee jt S20) 
52 ykesville 18 days / 2, Silver Spring 
<2 2 d. NAME OF HOSPITAL (If not in hospitol, give street address} d. STREET ADDRESS e. IS RESIDENCE 
= ‘OR INSTITUTION Pe ON A FARM? 
so Springfield State Hospital 8901 Fairview Road ves ()_ No Gt 
wy 
= 3. NAMI it 5 
5 DECEASED First Middle Last 4 pols Month Day Yeor 
e (Type oF print Adolph Henry KAMMERER Beat January 30, 19 57 
o 5. SEX 6 COLOR OR RACE |7. MARRIED [J NEVER MARRIED [] | 8. DATE OF 812TH 9. AGE (In years IF UNDER 24 HRS. 
= lost birthday) [Months Min. 
H W____|wooweogg _ovorceo | April 2, 1876 | 80" m.|™| | "| 
P 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
| during most of working life, even if retired) Pro 
-WakRet. ferchant duce Washington, D. C. USA 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


irs ofter death. 


T Hubert Adelph Kammerer Mary Magdelen Heinduck 
pega eas ieee aise seed 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
no - Unk. Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a). (b). and {c).] 


PART I. Th Q 
aT |. DEATH was caussoer. Arteriosclerotic heart disease 


“Us ’ DUE TO 
Conditions, if any, which S Generalized arteriosclerosis 
gove rise to immediate 


ca¥se (0), stoting the under- 
lying couse lost.2 9 x () 
a z 


INTERVAL BETWEEN 


Then please remove carbon papers. 


DUE TO 


|. ¢rematian, or remaval, and in ony event within 72 h 


L DIRECTOR: After this certificate hos been signed by the attending physician ond completely 


& 

g ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDIJION GIVEN JN PART I(a)|19. WAS AUTOPSY 
2% o [S| Gibonte Urein syndrong, seeecmyet fags coveores sreerioecrocrosts | Re 
3 uo p 

2 = 200. ACCIDENT WAS UNDERLYING CJ __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I of Part It of item 1B.) 

4 E | OR CONTRIBUTING E1 CAUSE OF DEATH 

2 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

6 & ]20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
g ray Hour o. m. White Not white factory, street, office bldg., etc.) | 

s 4 pom. 19 Jat work (J at work [J { 

Oo 

= 21. | certify that | attended the deceased from_January 124, #957, to. Jamary 30 1997 that | last saw the deceased 
4 

3 alive on__January 30,__, Wes; ond that death occurred at__/ §<Y*™M, from the causes and an the date stated above. 
3 é DATE SIGNED 
20 rei g . aanns-o- Springfield State Hospital 1/31/57 
2 

5 


fs] 
the regfitrar prior ta. burial 


Mame ites VAgustin del Campo, M.™M Sykesville, Maryland 


‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {State} 
S speci ‘ 
3 Beat 2/2/57 Rock Creek Cem aa neton Do 
rj 73. FUNERAL DIRECTOR'S si ATU! 1756 i ee: » ERC H by REGISHRA i By 
SAIS (4 j ae Avew, Ney ed 2 y 
eave" i z wo NeWe A Nt rr lets 


3 °A nvaund 
3a 


arco’ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O46 


—_ 


~~ 
. ape CERTIFICATE OF DEATH et 
3 NY a PLACE OF ‘DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admifion) 
3 _ °o o. b, COUNTY 
38 Carroll mead Maryland Carroll 
Be b. CITY OR TOWN Uf outide corporate limit, write Te, LENGTH OF STAY IN Tb | €. CITY OR TOWN [if outside corporote limits, write RURAL ond give nearest town) 
3 URAL ond give neorest town| 
52 Sykesville hyrs,2mos.25dhys 27 Westminster 
= & d. NAME OF HOSPITAL (If no! in hospital, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
be OR INSTITUTION ON A FARM? 
ae pringfie / 163.0 Main ee ves FTN) 
£6 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
ie (yee orien) William Edward KANE bam January 17 19 57 
eo 5, SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED FX |8. DATE OF BIRTH 9. AGE lin ee IF UNDER 24 HRS. 
. itthdoy) | Month: in. 
r Male White wipoweo [J ovorceol]) | May 1, 1878 vis ¥ ey eee | wal 
100, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mostyof working life, even if retired) 
é 2, teres Maryland U.S.A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Richard Kane Barbara Kane 
15, WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. [17 INFORMANT Address 
Tes, no, oF unknown) (IF yen, give wer or dates of service) 
No = - Springfield Hospital record: 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (<)-] INTERVAL BETWEEN, 
eae eee TUNES SoR Oa ocardial Inferction Hours 


Rif: > DUE TO 
f- 


Conditions, if ony, which w__Arteriosclerotic heart disease 
goye rise to immediote 
cote (0), stoting the under- 
lying couse fost. ( 


Ul. OTHER SIGNIFICANT CONDITIONS CQNTRIBUTII TO DEATH BYT NOT RELATED TO THE TERMUNAL DISEASE CONDIT| GIVEN IN PART 1 19. WAS AUTOPSY 

B,Bv assoc With Cire. dist, Wiel cerebral arteriosclerosis. wath — Petrone 
, ry 4 YES NO[g 
2 D no a OD A 


20a. ACCIDENT WAS UNDERLYING J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour o. m. While Not while foctoty, street, office bldg., etc.) | 
p.m. 19 lot work [7] ot work [J ' 


21. ¥ certify that | attended the deceased from_October_22,, 19.52, toJanuary.17., 19.57.,that | last saw the deceased 
alive an_ganuary 1.7,___ = 1287 and that death accurred at_9: 8AM, from the causes and on the date stated above. 


y, f/ ADDRESS {Sireet, city or town, stote) DATE SIGNED 
ACTUAL Walther H. MOY UplWA, uo. Springfield Hospital ee 


PHYSICIAN'S 


NAME (Type) Walther H, Sonne ykesville, Maryland... 


‘22o. BURIAL, ciara ia [E THEREOF 22d, LOCATION (City. town, or county) (Stote) 
REMOVAL (Spe if 
aes (CDE 


Moje  EIPL4 LYDbM TAL ae 
\ 129. Ful ‘ems DIRECTOR'S SIGNATURE“ ADDRESS =~ 2 [tic REC'D BY REGISTRAR | 24D. REGISTRAR'S pel 
wee! i Meentte, b , Lppettitaele (Ho |e /-f757\¢ 4 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Poge 4 


. 


wld be detached far use os the burial-transit permit. 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


L DIRECTOR: After this cer 
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may be retained by the haspitol ar 


aati 
TO FU! 
pag 


'S ALS (4) 
15M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: CERTIFICATE OF DEATH 0 


(I 
Reg. Dist, No. Coa 


1 


Cit 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. COUN’ Carroll MARYLAND quSTATE b. COUNTY - 
ary anc 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY'OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ms 
Sykesville since 7 Ba more Bal 
‘d. NAME OF HOSPITAL (IF not in hospital, give street oddress) +d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
06 erslie Ave ves (] No 
3. NAME OF First Middle lost 4. DATE Menth Day Year 
DECEASED , OF 
(Type or print) i ae R “ Ke Ea DEATH 1 12 1957 
5. SEX 6. COLOR OR RACE |7. MaRrieD [1] NEVER MARRIED [-] |8. DATE OF BIRT 9. AGE (In years [IF UNDER} YEAR] IF UNDER 24 HRS. 
lost birthdoy) | Months Min. 
A WIDOWED fat bivorceo [] -7=1859 97 __ys. 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mest of working fife, even if retired) 
hot LLOTIL Virginie USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
her Roberts Elizabeth Wilson Roberts 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Tes, no. oF unknown) {IE yes, give wor or dates of service! 
nkn ankn Hospital Records 


ff tM) 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] pSTRRVA SRETOLES 


PART 1. DEATH WAS CAUSED BY. roti cardiovasculer disease ears 


‘ DUE TO 


Conditions, if ony, which 
gove rise to immediote 
co¥se (o}, stoting the under: 
lying couse lost. 


3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT athe. We aa Gipe DISEASE each ood rene ‘ART 1(0) nye Rea Mes 

5 i © as ith e br. sease Wi sychotic 

3 Chronic brain syndrome assoc, with seni a. eketeae ves] NOK] 

= 20a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 

& | OR CONTRIBUTING O CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Doy. Year | 20d, INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 4 20f. (City or town) (County) (Stote) 

ra Hour 0. m. While Not while Hectory Rate otn ctfree bioui metal 

= p.m. 19 lot work [J ot work [J t 
21. | certify that | attended the deceased from._______. 225-55, 19, to aeke 19.2.1 ,that | lost saw the deceased 
alive on___Jel2= 000 __.-. and that death occurred at 4230 Py, from the causes and an the date stated above. 

ae ; r ADDRESS (Sireet, city or town, stote) DATE SIGNED 

Nitin Le nf See4 UK a. oy, Springfield State Hospital | 1-12-57 
PHYSICIAN'S 
NAME (Type) _E dt Lusthar ov kese N08 ~ Milp—terw  e 


70. BURIAL Sais 2b. DATE THEREOF Tic. NAME-OF CEMETERY OR CREMATO Tad. LOGATIONY(Gity. town, or county) (Stote) 
MOVAL (Speci VN ae f Z ae p 
Lic Aten 9 ~ Z LAU ELLE 


oe rg ahi Jer afte, ele. ie pe Seve ay) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00462 
ei CERTIFICATE OF DEATH map nie, OY 


ie pein Teach {Where deceased lived. If institution: Residence before admission) v 
7 b. iT’ 
Carroll MARYLAND Maryland COUNTY Balto. Cit 


b. CITY OR TOWN (If outside <a limits, write] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 


__sykésvitie™ lyr. 2mos.day#e Baltimore * & 


= 
|. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 


1, PLACE OF DEATH 
0. COl 


* State Hospital 100 Ashland Court, Balto. 2. | ™sC) nox) 
3. NAME OF First Middle low 4. DATE Month Doy Yeor 


iisce ener) Charles William Fred KEMP bath J anuary 22 1957 
5. SEX 6 COLOR OR RACE |7. MARRIEDXS] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeon WE UNDER 24 HRS. 
Malle White —_|woowod _ovorceio | July 26, 1869 oe a 


10e. ae OCCUPATION ioe kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. Tes {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
most.of working life, even if retired) 


oy assembler - Dept. Store Maryland U.S.A. 


19. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John W. Kemp (Johann Wilhelm Kemp) ViAkkpyd Sophia Mumeier 


15. WAS DECEASED EVER IN U. $. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a Yes, no, te" INE yes, ae - a 
} = Springfield Hospital records. 


1B. CAUSE OF DEATH [Enter only one cause per lize for (0). (b). ond, (c)] 2 INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY: Uo OE eae 
IMMEDIATE CAUSE (0) 


in by the funeral dirt 
and 2 should be filed 


Pa: 


‘bon papers. 


¢ 


lease remove 


Wee 
tos « 

Conditions, if any, which 
gove rise lo immediote 
co¥se (0), stoting the under. 
lying couse lost. 


Ais Be ka TU aaU SOE ee aboLrem Er Ov OR REY EERO, MEER Sonede. By eae] PeRrORMED? 
disease with psychoti a yes] no] 


200. ACCIDENT WAS UNDERLYING. Qa 20b. DESCRIBE ido INJURY OCCURRED. {En} noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ne 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, farm, | 20F. (City or town) (County) {Stote) 
Hour 9. m, While Not while foctory, street, office bldg., etc.) | ' 
p.m. 1 lot work [] ot work [JF 


21. | certify that | attended the deceased from Nove 18, _, that I last saw the deceased 


alive an_ y_22 f 8 a AM, er the causes and an the date stated abave. 
if ADDRESS {Street, city or town, stote} DATE SIGNED 


Then 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNA’ 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 


auld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 hay#s ofter 


PHYSICIAN'S 


Natives Walther H, Sonne / _— Syesvinicg Meryem) —_ 


‘20. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
sine (Specify) 
15 em WOOd 


‘ a oY ak (8) wi Gh TRAR® = NATURE 


4 fl Lee é. 


ri 


may be retained by the hospital ar attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 TH 463 


é. MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
o 459 Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If Instilutian: Residence before admission) 


id be 


4 
© 
8 
3 “a. COU! E . STATE b. COUNTY : j 
a- 5; oSATE Maryland Balto,Cit: Vv 
= Bb, # 5] b. CITY OR TOWN |If ounide corporate limits, write RURAL ‘¢. LENGTH OF STAY IN Ib ¢, CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest lown) 
i = = / ‘ond give neorest town) 
a 2 2 eo fm f yf 
i Sykesville mos »l5day's Baltimore 24. 3Vo/-¢ 
S 
5 2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
23.8 _ q ON A FARM? 
eres /5 |_springfiela State Hospital 3239 E, Baltimore ves] NOT 
Soc 3. NAME OF First Middle Last 4. DATE Month Dey Year 
7. 4 -DECEASED . OF 
>  } (Type or print) Henrietta Lewis KITZ bam January 21 57 
2 ‘. 5. SEX 6 COLOR OR RACE |7- MARRIEOR] NEVER MARRIED [[]] 8. OATE OF BIRTH 9. AGE jin yoo | IFUNDER TYEAR] IF UNDER 24 HRS. 
i £ = i . Haunt | Min. 
Z Female White |wwoweQ _oworceo] jAugust 23, 1878 yn. 
10a, USUAL CSO, neh Sa red) dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
x ing most of working life, even if reti 
2 i | ‘HousertFe - Maryland U.S.A. 
od 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
3 Unknown Unknown 


Slsaga 
- 


i WAS Leth ga pes IN U.S. eo eheuds: 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
fes, no, of unknown] if yet, give wor or 1 of service) Py . 
4 No - - Springfield Hospital records. 


form PM3. Page 5 may be retained fo 


in pencil in Item 18. Give Poges 1, 2, and 3 ta the funeral director. Page 4 sh 


€ 
4 
s 
BS) 
. 
5 
a 
= 
a 
£ 
5 
= = 18. CAUSE OF DEATH [Enter only one cause per line for (c), (b), and (c).] INTERVAL BETWEEN 
5) = 3 ¢ 
eek PART |. DEATH MSIAE CaUSE fo) ACUte purulent peritomitis 2- 
8 3 af uE TO 
pene ns, if any, which Perforated Diverticulum of the colon Years 
: og Mead SD ee a E 

= oo gove rise ta immedi: cure, icra 
Rees Ing the underlyi J . 
Bees Celie lene omen @_Arteriosclerotic heart disease 
me eye 

- 2s Zz Pi i. OTHER ed aeediey CONTRIBUTING TO DEATH BUT NOT RELATED TO_THE, ERMINAL DISEASE CONDITI GIV a ne PART 1(a)|19. WAS AUTOPSY 
8 P52 w F Ce Be Srassorwaun te eg! tabo. Tae Tob smetabolism,with genie en: mod 
egue dq os 
TSbe © |d00- EXtERNAL/cAUSE Was > [20 DESCRIBE HOW mUUIRY OCCURRED. (Enter nature af injury in Port | ar Part (t af item 1B.) 

° = 

2 |p Eeene nes | taknowm 
2.Es te] é 

2 = 
4 oe 3 & J 20e. TINE OF INJURY onth, Day, Year [20d. INJURY OCCURRED ]200. PLACE OF INJURY Waa Far [2 Fy oF tr (County) (State) 

6 BS] .. Hour Whit ele while, co meet eo ee 
z28° g om 1/2/57 % {Mie Nik Hospital | Sykesville Carrol] Marylan 
22 e 21. I certify that | took charge of the remains described above, held an Autopsy [X], Inspection (J, Inquiry [7], and find that 
“ese death resulted § Natural causes [7], Accident [1], $uicide 1], Homicide [[], Undetermined cause []. 
a gle 
2208 
as * = ACTUAL co, CHIEF MEDICAL EXAMINER [] it teeth 
ape 4, ASSISTANT MEDICAL EXAMINER 
> b3g3 ; 4 1/21/57 
D2 eee NAME ( James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER (%] 
es a Ze. mh erg | | 22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY 7d. 1 a, g oe town, or county) et ) 
9 F695 pect LAP 
e oF AAttZ PV (ret tKyiry| 4 
‘ DIRECTOR: ADORES Ban da> Tama eee | eeeprontiany sic fe 

VS. AISME(5) bd b7 a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Ae CERTIFICATE OF DEATH neg, vn e464 


all 


sz 

2 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If inatution: Residence before odmision) 

© ° °. a b. COUNTY 

3e arro SRNR. fa yland Carroll 

Ta b, CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN 1b © CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 

ea RURAL ond give neorest town) 

2S KA aneytown month Be an ow 

228 <d. NAME OF HOSPITAL (IF not in hospitel, give sireel oddress) » d. STREET ADDRESS e. 15 RESIDENCE 
£4 n OR INSTITUTION ON A FARM? 
ae Ba m Street ves (] No¥] 
ce 

£ 3. NAME OF Fi ida 4. DA’ 

ane DECEASED. irst Middle ’ lost pare Month Day Yeor 
@ seer Russell Albertus Kline, gr. | *™ January 9, 1967 19 

“] 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED gg | 8 OATE OF BIRTH 9 SSF eat HEUNDER pene IF UNDER 2S. 
Male White wiboweD [J Oivorced [J | 9 956 yrs. eer] ee | 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
} none none Gettysburg, Pa. U.S.A. 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Russell Albertus Kline atherine Sowers 


c 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(Yes, no, oF unknown} GE yes, give wor or dates of service) . 
no one Russell A. Kline, Taneytown, Maryland 


1B. CAUSE OF DEATH [Enter only one couse per line for {o), {b), ond (c).] Bote Sa eee 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o} 


Xx DUE TO 
Conditions, if any, which 


gove rise to immediate 
couse (0), stoting the under. ( OUETO 


Then please remove carbon papers, 


, ond in ony event within 72 houss“Sfter death. 
ee 


lying couse tost. (¢). 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Noy RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. PERECRMMED? 
fat ) ft , {/ 
AewroKAw 2 C2 ves] NOE 


200. ACCIDENT WAS UNDERLYING [1 20b. DESCHIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port It of item 18.) 
OR CONTRIBUTING (7 CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {State) 
Hour a. n. White Not while foctory, street, office bidg., etc.) | 
p.m, 19 fot work [J of work [J t 


21. | certify thot | ottended the deceased from_ Cee B__..., 19SG, 10 geet, F....., \ATZthat | lost saw the deceased 
alive on ROAM, = w3Z_, ond thot death occurred ot _ ALM, from the causes ond on the dote stated above. 


ESS (Stree!, city or town, stote) DATE SIGNED 
sate Carles UI aside wo. J Aahuag Lee. fino [957 
mms ChaRles R Wiliams Aémmitsbors Md * 


220. BURIAL, CREMATION, | 22b. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 5 
B A 0 atheran Cemete Taneytown, Marylan 
’ ; 4p, REC'D BY REGISTRAR 246, REGISTRARS SIGNATSRE = 
* a, wit: cL -. y 
POMS ole Ze 


icate has been signed by the attending physician and completely 


hauld be detached for use as the buriol-transit permit. 


*: 


TO FU; 
pa 
the re; 


MEDICAL CERTIFICATION 


L DIRECTOR: After this certi 
rar priar to burial, cremation, or removal, 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours offer death: Poge 4 
moy be retained by the hospitol or attending physicion. 


a. 
= 
Ra 
Ss. 
& 


1 MARYLAND D STATE DFPA\ IME T ‘ge yl aati 18 00465 


Gove rise 10 immediote( 1 
catse (9), stoting the under- : . 
Gener alized arteriosclerosis 


‘ (y af A'7Q CERTIFICATE. OF DEATH Rho: Dare, 
3 4 ¥ 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admifsian} 7 
Saye SONY 1 Garrel marviano |} ° ST Marv] and BOL) 
ie b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if autside carporote limits, write RURAL ond give neorest town) 
2 RURAL ond give neorest town) 1 Tits, el tein ens 
z ykesville months hore 3Vol ri 
3 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. t5 RESIDENCE 
- ~ OR INSTITUTION ON A FARM? 
oP a, Springfield State Hospital 3321 Ramona Avenue ves NO Gt 
< 
ae 3. NAME OF First Middle Lost 4, DATE Manth Day Yeor 
= DECEASED OF 
Tad {Type or print) Kling cam January 18 1957 
i) S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J ‘ DATE OF 8iRTH 9. AGE (In ysors IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ioe 6 % epee Days Min, 
3. Female White wioowen FQ —ovorcenq | 62-65 ys. fea eng 
e fe 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign ae 12. CITIZEN OF WHAT COUNTRY? 
Sct during most of working life, even if retired) 
zed ¢ Housewife GoC- Germany UsBete 
9 3 3 13. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
c = 
§8% 7 John Schwartz Frances 7 Smitzel 
Zor 
53 3 15. WAS DECEASEDEVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
£2 
aes Yes. 90. oF unknown) {It yeu give wor or dates of service] 
ofs >| Me aoo-- Hospital Records 
Ee 
O88 18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] INTERVAL BETWEEN 
20% PART |. DEATH WAS CAUSED BY: ee ENO ‘BERTH 
Sie cue | DFAT MEDIATE Cause fo. Acute Heart failure hours 
€ey 4 , DUE TO 
4 I Gondiionitifiany palich my Arteriosclerotic heart disease Years 
& 
eu lying couse lost. (c] 

= 
es 3 Part Il, OTHER SIGNIFICANT CONDITIONS. ‘aeeaee TO DEATH 8UT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a){ 19. wags ays! 
22 a brain syndrome ass: nel a d with q isturbance of metabolism, i 

Py an if an i 

Ew +. QO n al sease On psycho. a on ‘oO 
2 o 204 ‘ WAS _UNDERLYING (] Ob. DESCRIBE HOW Rout ceUReDS Ga nature of injury in Aa Lar Port Il of item 18.) 
$6 
48 


OR "CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED —_]206. PLACE OF INJURY {Home, Form, 1206, (City ar town) (County) (State) 
Hour alm. Wives. incite foctory, street, office bldg., etc.) 
p.m. 19 Jot work [J ot work (C] H 


21. I certify that | attended the deceased from, aes «, Wrote i 1921 thot | last saw the deceased 


alive on__d=7. 1 2 ae and that death « occurred athe. LO AM, from the causes and an the date stated abave. 
ADORESS (Sireet, city or town, "Urs, DATE SIGNED 


Senator te S, uu aS ane Sperceah faadel Sake htvns - fal 1/18/57 
mcs Aerlyied Sreceete he ay SykeateLle baa 


Zo. Lilley cre ‘2b. DATE THEREOF Zc, NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or county} (Stote) 
a 
‘Ste an 2. Baliimore Cemetery imo 


MEDICAL CERTIFICATION 


hauld be detached far use os the buriol-transit permit. 
&, 


AL DIRECTOR: After this cer: 


the registrar priar to burial, crematian, or remaval, and in 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the decth certificole be executed within 24 haurs after death: Page 4 
may be retained by the hospital or a! 


= 
o® 
= 2, FUNERAL DIRECTORS SIGNATURE Zao. RECD BY REGISTRAR. | 24b, REGISTRAR'S SIGNATURE 
g 
VS. AIS (4 TIES L fe 
Year oat /-/ 


thin 24 haurs after death: Page 4 


Ea 
7° 
© 
3 
3 
e 
x 
© 
e 
2 
2 
& 
3 
6 
= 
° 
® 
vu 
e 
= 
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in by the fun 
and 2 should ber 


Pai 


Then please remave carbon papers. 


|, cremation. ar removal, and in ony event within 72 hayrs “after death, 


jauld be detached far use as the burial-transit permit. 


RAL DIRECTOR: After this certificate has been signed by the attending physician and completely 
tsar priar te burial, 


# 


< 
5 
2 
x 
£ 
a 
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oF 
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© 
22 
-) 
5. 
oO 
& 
3 
in 
@ 
= 
> 
) 
9 
2 
= 
2 
¢ 
> 
) 
E 


TO FU 
pag 
the &: 


& 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0046 
CERTIFICATE OF DEATH Reg. Dist, No. 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where — lived. If institution: Residence before admission) 
o. COU! o b. COUNTY 
Carroll ATS Maryland 


B CITY OR TOWN (If ouside on limits, write | ¢. LENGTH OF STAYIN Ib || _c. CITY OR TOWN (If outiide corporote limits, write RURAL ond give nearest town) 
gi nearest town] 
“s rkesville 14 days 3Vo/-uBaltimore City 6 


d. NAME OF HOSPITAL {If not in hospitet, give street oddress} d. STREET ADDRESS e. IS RESTDENCE 
OR INSTITUTION ON A FARM? 


Syringfield State Hospital 3808 Northern Parkway ves) No 
3. NAME OF i i Lost 4. hoa Month Day Yeor 


DECEASED BS ill 
(Type or print) Ant KOSICKI January 13\ vip Se 


DEATH 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. OATE OF BIRTH 9. AGE (In years kak UNDER 24 HRS. 
; c lost ae Min. 
> W WIDOWED [7] DivoRcED [] Unknown 
100. ren OCCUPATION. (Give kind of work done 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign 1? ro ated OF WHAT COUNTRY? 
during most of working life, even if retired) = 
Housewife (AAPA, Unknown Unknown 


x 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 
{¥en, ne. oF unknown) (Mf yea, give wor or dates of service) dh tee 
No | é ‘ Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] tNTERVAL BETWEEN 


ONSET AND DEATH 
PART I. TH Wi > : 
DEATMDDIATY cause o__ Bronchopneumonia 5 days 


UP K DUE TO 
Conditions, if ony, which {b) 
Gove rise to immediote > aa 
coMse (a), stoting the under, ( CUETO 
lying couse lost. ‘e) 


Part It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}|19. ECR 
RMED? 


Generalized arteriosclerosis. Chronic brain syndrome due to senile ves] NO Fy 


20a, ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Lor Port Il of item 18.) COGTIESS 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED | 20e. PLACE OF tNIURY (Home, farm, | 20F. (City or town) (County) {Stote) 
How nant elise. ‘Neerae foctory, street, office bidg., etc.) | 
p.m. 19 jot work [_] of work (7) t 


21. | certify that | attended the deceased from... Decenber._31 19.50_, to_daduery_1.3., 195'7._,thot | last saw the deceased 
olive on..__Jenuary 13, 925i and that death occurred at..2i05_PM, from the causes ond on the date stated abave. 


! j 7 af. /y J Mil. ADDRESS 0 city of town, stote) DATE SIGNED 
Smelt An 


Namtives Walther H. Sonnenfeldt/ M.D ace ir 


Yo. BURIAL, CREMATION, - DATE pu 7 Re. ee, Stace ChAMePORY ——— CREMATORY 72d. U town, oF Eagan 
Voge, p ag f- la- DB: 
LE, 
Lees ney S SIGNATURE ADDRESS 2ha. pe by Se ab, REGISTRAR'S SIGNATURE 
y x 5 
tr Yoel oS Lape ee Te 


MEDICAL CERTIFICATION 


ate tN Ce % 


3A Ava 
A 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


oll 


ers 
> » 472 CERTIFICATE OF DEATH VU46, 
” e: N Reg. Dist. No. 
o° BUE ut y| 1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If institution: Residence before odmissibn) 
& &oo™\ 0, COUNTY M land b. COUNTY Washi 
wo 
ie)! jarylan shington 
=e MS Fd b. CITY OR TOWN (If as corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN es outside corporote limits, write RURAL ond give nearest town) 
3 3 o RURAL ond give nearest town) es 
“be Sy esville 6mo,2dy_||2./- 02-2 Hagerstow: 
2 x 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
o. =8 ' OR INSTITUTION ON A FARM? 
oa 2) oringfield State Hospite 647_S. Potomac § ves C] Nog) 
2 £6 3. NAME OF First Middle Lost 4. Dare Month Dey _Yeor 
= : A 
:@ CType or prin William KREITZ DEATH January 20 ©.) 19 57 
i ° 5. SEX 6. COLOR OR RACE |7. marRieD [] NEVER MARRIED ff] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
5 2 lost birthdoy) Min. 
= a M W WwidoOweD [] DIVORCED (FJ eptember 1880 6 yea, 
3 Qe 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BYSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Fe bes during mos! of working life. even if retired) 
3 Bes Barber Maryland USA 
2 £5 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
oe 
2 vo 
3 eg Conrad Kreit Ma oran 
= 32 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 § = : Tes. m0. oF unknown) ws YR, Give wor or date of service] 
- gh 0 NO Lt A @ ng eid Hasn Ei re cords 
3 = = 18. CAUSE = DEATH [Enter only one cause per line for (0). (b). ond (c).] INTERVAL SETWEEN 
0 a's PART 1. DEATH WAS CAUSED BY: pe okt sak 
2 §< IMMEDIATE CAUSE (0 
> ae d . DUE TO 
= Conditions, if ony, which (by 


ires 


goye rise to immediote 
cotse (0), stoting the under. ( OVE TO 
lying couse lost. () 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/ 19. rote 
Bronchopneumonias; Psychosis with cerebral arteriosclerosis vesfl noO 
200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port 11 of item 1B.) 


OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour. m. While Not white factory, street, office bldg., a 
p.m. W jot work ([] ot work [J re 


21. 1 certify that | attended the deceased fram.__.__ July _s__, 19.50 Sern TES] 19.27..,that | last saw the deceased 
alive on JATWATY 205... 12 p23 7-4 and that a accurred at_11345M, fram the causes and an the date stated above. 


MEDICAL CERTIFICATION 


wid be detached far use as the buriol-transit permit. 


AOORESS (Street, city or town, stole) DATE SIGNED 
SIONATUR o. ... Springfield State Hospitel 1/21/57 
3 [Rn Walther H. Same nes io ee, Sykesville, Maryland ss 


RIAL, CREMATION, a DATE THEREOF OF CEMEJERY SS aperere d, LOCATION (City, jpwn, er county) (Stote 
GMOVAL.(Spafty) Z y vy 
(AeA. [\ Of? Abd bf ngatAd4 P< Ihe ted 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


t ki a Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
: l Hifget ey z4) 
arm TY | Bie a Neen lo LL STB Hetey Le 


4 Ar99U x 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
/ CERTIFICATE OF DEATH 0408 


con 


TO HOSPITAL OR ATTENDING PHYSICIAN: Hole requires that the death certificate be executed within 24 haurs after death? Page 4 


oe Reg. Dist, No. 
3 =z 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
ey 
53 Carroll MARYLAND Maryland eps 
33 b. CITY OR TOWN (If outside corporate limits, write |c. LENGTH OF STAY IN 1b | €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
5 ‘URAL ond give ee ier) 
$e ykesville Tyr, 6mo, Baltimore 3 \ 
22 . NAME OF HOSPITAL (IF n 1Ospi ive street oddress) d. STREET ADDRESS ©. (§ RESIDENCE 
= i OR INSTITUTION. ‘ON A FARM? 
we Springfield State Hospital ali Apartments yes (J NO BY 
ce 
£6 3. NAME OF First Middte 4. Date Month Yeor 
a DECEASED 
@ {Type or print} Emma Denmead LONG BEATA January 23 1957 
Se 5. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (in yeors [IFUNDER 1 YEAR[IF UNDER 24 HRS 
2 hs 
ne F W WIDOWED ovorceof{} September 26, 1866 36 wall Ree Pare 
€ a 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oo= ; during most of working life, even if retired] 
Se / None 4 Maryland USA 
a. a 
¢ 
. 4 re 1 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
52 
‘Bosak Edward Denmead Henrietta Sanders 
Zoe 
+, A 3 ae 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
a § 4 {Yes, no, of unknown] {IF yet, give war or dates of rervice) 
ges ¢ No | Springfield Hospital records 
Bee 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b)vondi(c)-] INTERVAL BETWEEN 
eazy PART H WAS V: * NDIDEATH: 
ae \ DEATH Meoiatt cause fo) __Careinoma of the U 
£26 [5 
£e 8 K DUE TO 
~ o 
Sg: Conditions, if ony, which 
Eso ise to i di ote 
zee otis (oh, Woling the ynden ( DUETO 
E a 2 lying couse lost. {ec} 
2eg re 
a 3 8 a 5 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Seaconeae 
Lo2lo Fs ae RMED’ 
seo $| Senile Psychosis, Paranoid Type yes] NOW 
Po2s © 20a, ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
ts ihe & | OR CONTRIBUTING L] CAUSE OF DEATH 
e825 & (iF EITHER, NOTIFY MEDICAL EXAMINER 
esis. y 
b5S5 & ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (Gity or town} {County} {(Blote) 
s2es 3 Hole ath: Gide ede Notice foctoty, rect, office bldg., etc.) | 
3ErE g p.m. 19 Jot work [7] ot work [] H 
= ChED 2 
ss 3 21.1 sont, that | attended the deceased from._July_ as a , 1980__, to._ January 22, 19.21 thot | last saw the deceased 
£< = . 
2eB3 alive on --Sanuery 22, 19.27 ___, ond a ia) occurred atLO 249A Mm, from the causes and on the date stated above. 
262% y ADDRESS (Street, city or town, stote) DATE SIGNED 
cee ACTUAL Wal AY dh got 4 PAA Li 
pese SIGNATUR Z} MO. 
£oRe 
Bags PHYSICIAN'S 7 
eae? NAME (Type) Wal.the onnenfeid D : 
F =: oar mn ee 
a % ‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF, iE OF 5 OR CRI MG Tid. LOCATION Jown, or count Stott 
s2 DS R over Oe") 7. £3 2 wn, oF county) adit Vee 
2682 G Be egl_ Gis Za eee 
VS AIS (4) a4 
eu 9799) Ve tient SbCS (FE Sf ie Year 


fe Fae fe. ELD 7 ASC , 


¥ ‘A Avauna 


NVI 


Draco aaa z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Us 2 474 CERTIFICATE OF DEATH we on UO AG? 


—l 


Snowese 
S 3 Sy W ae ce 2 yi (Where deceased lived. IF institution: Residence before admission) 

27 o. . b. COUNTY ; 

gE LA-E Hod. MARIANO MAE Y &. fA S tA fe Bed. 

So b. CITY OR TOWN (If outside corporole limils, write] c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! Lown) 

pot q 
5s RURAL ond give naacest town) s s , o> 
mo a 

eS iN 2 YE 2 {\ ae ls_kK 

22 d. NAME OF HOSPITAL (IF not in hospifol, give street oddress) _-d. STREET ADDRESS e. tS RESIDENCE 

28 

=e ‘OR INSTITUTION y ON A FARM? 

ae MLH E AA yes (J no] 

£8 ar, 

ha 


3. NAME OF First Middle tost 4. DATE Month Doy —Yeor 
DECEASED pees i OF = 
(Type or print) ESS/IE “ OW PF DEATH A-AL 19 


$. SEX 6. COLOR OR RACE |7. MARRIED BEANEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS.’ 
MAL af JLT Fy oowen oworceol] | /V/ A O-1LKKF Be. 


Oo. USUAL OCCUPATION (Give kind of work done 
luring most of working life, even if ratired) 


0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF <— COUNTRY? 
{ es | 
114A ae f= f= AT itOMi=z MARYZAIND ‘ ‘ 
13. FATHER'S NAME 14, MOTHER'S MAIDEN Ne we 
CO2xGE yy BRhoom FPLLE AUTZ 

1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 
(Yes. Ao" (IF yes, give yor gr dotes of service) ES ° 

ALD NONE GRoRERT Lowe NON DRI = LUD 

/s 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (¢)-] 
y) 
PART I. DEATH WAS CAUSED 8Y: 7 

R22 IMMEDIATE CAUSE {0} 

: x DUE TO 
Conditions, if ony, which (b) 
Gove cite to immediote 
catse (0), stoting the under- 
lying couse lost. (c 


* 


Then please remave carban papers. 
vent within 72 hours after death. 


Past Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Yas Aurarsy, 
'D 
ves] nol] 


200. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CO) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (State) 
Hour o, m. While Not while. focloty, street, office bldg., etc.) ! 
p.m. 19 fot work [[] ot work [J ' 


21. ! certify that | attended the deceased fram.__/ ~ _& —___, 19.57, ta__Z, LA, WS fat | last saw the deceased 


alive on___. nA ee 12_2__/., and that death accurred at__.___.G!M, fram the causes and an the date stated above. 
) cityerjown, store) * DATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATURI 
prcnes sae er ee ae Liat birsepn..2Us. 


et Se OLE 
pinion ‘Zc. NAME OF CEMETERY OR “Che 72d. LOCATION (City, town, or count {State} 

Ty RE AL (Sp = — — 2 

5 TYAN A pé& =. IV M ee. Alay 


AL DIRECTOR: After this certificate has been signed by the attending physicion and comple! 


shauld be detoched for use as the burial-transit permit. 


@ registrar prior ta burial, crematian, ar remaval, and in 


=< TO HOSPITAL OR ATTENDING PHYSICIAN: she! law requires that the death certificate be executed within 24 haurs after death: Pa 
may be retained by the haspital ar attending physician. 


J 
08 fit ¢f i 
sms (NY Pe) RSTTINE LLCMIP AS 5 Oth Neer Ge. (CA pate AZ| Os f jl 7) 


3A avaund 


Dares! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00470 
: , Y CERTIFICATE OF DEATH ss dade PAS 


and 


os 
= = 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
85 0. COUNTY wave a. STATE b. COUNTY, 4 
a) = . a ral My nd fA a 5 rp ie 
2% e b, CITY OR TOWN (IF outside corporote limits, write Jc, LENGTH OF STAY IN Tb. c. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town) 
oa : RURAL ond give nearest town) - : 
fa Hs. Sta bene 203226 sai 3VolrY 
2£ 2£ d. NAME OF HOSPITAL (If not in hospitol, give sireet oddress) J. STREET ADDRESS e, 1S RESIDENCE 
=  e OR INSTITUTION ON A FARM? 
2 Soringfield State Hospital 1115 Me Elderry Street ves] nof] 
£6 3. NAME OF Fin! Middle Lost 4, DATE Month Day Yeor 
eS DECEASED | a: « OF 
r (Type or print) Lillian Marotta BEATH 1 9 19 57 
o 6. COLOR OR RACE | 7. MARES NEVER MARRIED 8. DATE OF SIRTH 9. AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 
~ o lost birthdey) [Months Min, 
é wipoweo BJ oivorceoT] | 11 =11~84, 72 ys. 
Be 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a3 during most of working life, even if retired) ; 
cs fe housewife “ergland USA 
8 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Bie 
ele &£ Gus Leo Barbara Milzheimer 
3 Pe 15. WAS DECEASEDEVER IN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 ES | ties, ne. oF unknown) {IF yes. give wor or dotes of service] 
tN 4 nkn 0 Hospital Records 
“2c 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (c)-] 
PART I DEATH MEDIATE CAUSE | Myocardial infarction 


INTERVAL BETWEEN 
Te agar DEATH 
a 


IMMEDIATE CAUSE (0) 


u ¢ DUE TO 


Conditions, if any, which w_Arteriosclerotic cardiovascular disease 
gove rise to immediote 
cote {0}, stoting the under: ( OVE TO 


Then 


ate has been signed by the attending physician and completely, 


3 
5 
: 
o 
aie 
ES 
Sc 
gs 
c¥-0 lying couse lost. (c). 
ae eS 
o'So7, ra Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
= faa ~|4| Uremia, Involutional melancholia probably with some arteriosclerotic ves NoCK 
o5R5 “1e 202. ACCIDENT WAS UNDERLYING [) 208. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port I of item 18] én 
Y & 
eegs © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
eee 
358s G [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) (Stote} 
ee g z 8 Hour a.m. 6 Write o Not st foctory, street, office bldg., etc.) ! 
Se = p.m. jot wor! ‘ot wor! 
2755 
os me 21. | certify that | attended the deceased fram._____Oct..-20,.-. 19 54, to.--Jan.G,--__.. IDZ_.thet t last saw the deceased 
7 si $ 5 alive on_Jamiarxe-9,-—-—-. 1 .. and that death occurred ot 335__PM, fram the causes and an the date stated abave. 
=0 3 2 Pa /: 7 e7 ss ADDRESS (Street, city of town, stote) DATE SIGNED 
Fi ihe ACTUAL a7, htt ‘ Of ~ s - 
pEss / | \sewatun oe os 6. Snringfield Stete Hospital pe sk 
faze 
5 a6 PHYSICIAN'S: 
eeze NAME (Typs) Se OR ee ae 2 a, eka 
Sag? 
Re e 
Lod o 
& = 


Zo. pout een ‘Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Stote) 
cM speci =5 ae , apt 
Burie 1714757 Naw MiteBaltimore Netione]| Frederick Road,Balto:Co 


\ 23. FUNERAL DIRECTOR'S SIGNATURE ADORESS 24a, REC'D BY REGISTRAR iy ae R'S/SIGNATURE 
vs AIS (a .| George J.Ruth,Inc.-1735 Harford Ave.Balto:Md. [ose //7//¥7 ae YY, 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death: Page 4 


zo" 


7 S 


ond 


eo DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH ad O04e 


20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port # or Port Il of item 16.) 
OR CONTRIBUTING F) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, 1 20F. (City of town) (County) (Stote) 
Hour o. n. White Not whit foctory, street, office bidg., etc.) 
p.m. 9 lot work ([} ct work )] 7 . H 
VY, 


MEDICAL CERTIFICATION. 


ended the deceased from_£ fl Sh 1 ete, 19 /,that | last saw the deceased 
Aacd that death accurred £¥//__M, fram the causes ‘and an the date stated above. 


__- ADDRESS (Street, cityor towne * 
hyenas SIREN: IP, OF Fares OR CREMATORY 7a pina (City, town, oF county) (Stote) 
Zf4? EMAGARPDLL i N. 


WA1Z— 


AL DIRECTOR: After this certificate hos been signed by the oftending physician ond comple: 


should be detoched far use os the buriol-tronsit permit. 
the Fegistror prior to burial, cremotion, or removol, and in any event within 72 hours 


may be retoined by the hospitol or ottending physicion. 


~ ge 
oy re = 1. PLACE OF DEATH 2. USUAL RESIDENCE ee deceoted lived. If institution: Residence before admission) 
© oe] b. COUNTY, 
e £ A MARYLAND 
© 38 RRO }-+b MR 2 VAAN D ARIOKK 
3 3 g b. SN seit TOWN (lf onde ard acer write 1¢. LENGTH OF STAY tN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

o 
= 52 A VEARSIPRUNION M/AAS 
ie) USS d. NAME e Pht (lf Lf in ELS Give street oddress) g. STREET ADDRESS e. 5 RESIDENCE 
es £5 ‘OR tNSTITUTION ON A FARM? 
ae yes (] No a 
5 
oo ec 

= Middl ] 4. De ve 
= ates » DECEASED A ve oy 2 thi bie ae 
ou ¢ (Type or print) AL. A My RS Sear P 19 en 
= 5. SEX 6 Ele OR RACE |7. cae NEVER aed . 01 sie eIRTH 9. aaa In er AR Nat TF UNDER 24 HRS, 
= o ie Months] Doys Min. 
z a EM 4) T winowen [3 Divorced [J A a yes. 
2 & : 100. USUAL ks set ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE sae or Le country) 12. CIUZEM OF WHAT COUNTRY? 
5 “ 
Fi of during most of working tife, even if retired) S 
2 gg y )/L fo EE DP Ie 4T Home | MAR : 
o3 ret s 14, MOTHER'S MAIDESLYY E 

NG 
2. ‘a Dp D (= 
8 ve HOM A K. C+ K MARY J 5 [MA ERS 
= 8 1S, WAS DECEASED EVER IN U: 5. ARMED FORCES? |16, SOCIAL SECURITY NO. [}7 INFORMANT Address 
‘= (fen, no, pr uptown) Ye, Give Arar Br dates of service) 
a @ MijpS JY 

iS i NLD LV O Z/S 26 ~U bi, ANS LLM —LZNIDN pra p 
3 8 18. CAUSE OF DEATH [Enter only one couse p pe for {0}, 4b), ond oy a {INTERVAL bef NEEN 
3. 20 PART 1, DEATH WAS CAUSED @Y: : iy 
g &¢ IMMEDIATE CAUSE (0) oe < ng AG, rec2tt: £@ LL! & 
3 =F ie DUE TO ? Zi 
= Conditions, if any, which ( a) Beis g 
Hy gove tise 10 immediote 7 
3 couse (0), stoting the ynder- UE To f ab) (Ag 
S lying couse fost. 
4 ying ©) SS SS ee, 
z Lg U. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) [19. teee ee 
a We) yes] noj 
£ 
z= 
< 
g 
= 
cy 
e 
Zz 
z 
< 
4 
° 
pA 
< 
a 
& 
ce 
= 
° 
- 


= 
& 
fi if i on ee lee CREE Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
wave Ne LYK LA yf Ade £X4 OaTE ae Ae cathe” | VA be, 


3A avaung 


arsed da & 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0477 CERTIFICATE OF DEATH vee ou 4A 2. 


anol 


o£ 

£8 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceared lived. If imtitution; Residence before odmistion) 

o4 9, COUNTY BAGOUNTY ee eg 

ad : Varyland vashington 

Be b GIy OF TOWN {If outside corporate limits, write | c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

3 P) RURAL ‘ond give nearest ic ,y 

52 pal eee ars ie bersiion eel 2. 

oe d. NAME OF HOSPITAL (If a hospitel, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 

one ~~ OR INSTITUTION ON A FARM? 

5 i ate amet . 2 Bellevue Co ome ) ves (] No GJ 

A —— 

£6 3. NAME OF First Middl Lost 4. OATE M x 

DECEASED. es = ca OF = Ga ae 
& (Type or pein ; MicHAEL _MeCOR‘TOCK bam January 20 1957 
‘6 ROR RACE | 7. A’ r 9. AGE (I IF UNDER 24 HRS. 

me COLOR OR RAC! MARRIED [Xz] NEVER MARRIED [] | 8. OATE OF BIRTH FS ete i 

2 1 > widowed [] pivorceo [] a ee, 7L yes. 

a 

E ido. USUAL OCCUPATION (Give jad ‘af work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. Somer (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

8 . juting most of working lit 

2 \f ONDER cack [fesTRAvw? fe W. VIREINIA FeO etky 


14. MOTHER'S MAIDEN NAME 


Jenny Barroads 


k iM at 
15. WAS. ee Ever 1N U. S. ARMED FORCES? |16. SOCIAL SECURITY Me 17. INFORMANT Address 
(Yes, 0, 0F unknown} {HF yen, give wor or dates of service) —2~ 78 > é., . a ‘ 
Ne Ze Springfield State Yospital - Sykesville, Wd. 


1B. CAUSE OF DEATH [Enter only one cause per fine for (a), (b). ond (¢).] INTERVAL Bian 


PART I. OEATH WAS CAUSEO BY: pele aa 
IMMEDIATE CAUSE (0] mor 


NB: \¢ DUE TO 


Then pleose remove corbon popers. 


Conditions, if any, which (b} 
gave rise to immediate 

co¥se (a), stoting the under ( PVE TO 
lying couse lost. (©). 


Past tl. OTHER SIGNIFICANT CONDITIONS, CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION SN IN PART Ufa} (1%. WAS ae aa 
2, with cerebral arteriosclerosis, | jem" 


y t yes] no) 
We ACCIDENT: TMS AT) Oi OF ESCRIBE FIOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part ff of item 18.) 
‘OR CONTRIBUTING (J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Gay, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town} {County} (State) 
Hour o. m. While Net ile factoty, street, office bldg., il 
p.m. lot work [7] at work 


21. U certify that | attended the deceased from._0s-3]-__-------, WSK, to 1=20_______., 19.2/L.,that | last saw the deceased 


requires that the death certificote be executed within 24 hours after death: Page 4 
im. 


-transit permit. 


|, cremotion, or removal, and in ony event within 72 hours offer degth. 
MEDICAL CERTIFICATION 


AL DIRECTOR: After this certificate hos been signed by the attending physicion on 


should be detached for use as the buriol: 


moy be retoined by the haspital or attending physi 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The lo’ 


= 
: ONVG OM Tap OA uN we 25s, ies ee yand thot death occurred oti: 305M, from the causes and on the date stated above. 
2 z 4 : ADORESS (Street, city or town, stote) DATE SIGNED 
a ACTUAL Mn2 » 2 
"4 SIGNATUR rs mo, princheld State Hospital. 1=21-57_. 
i 

5 PHYSICIAN'S at = ; 
2 NAME (Type) latin Gress 2 

. a 226. BURIAL, CREMATION, ™ DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {State} 

ss " REMOVAL (Sfecify} fa. 4&7 O 

ei ee JA AA Bt Uy AG 1 hee ay, 

2 . a. REC'D BY REGISTRAW | 24b. REGISTRAR'S SIGNATURE 

AIS (4 ; 

Ven oss) oat /- 29-5 7 Weed le 


$A NVTUNE 


OG NVI 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 


Or , €478 CERTIFICATE OF DEATH eee o O40 


amd 


sé 

ge 1. PLAGE OF DEAT 2. USUAL RESIDENCE Where decepsed lived. If insittion: Basidence before odmisip 
fo MARYLAND >. COUNTY 

Be ie Far df) 2 04 

Be YOR T¢ ON (if oie rere fimits, write [¢, LENGTH OF STAY IN Ib EIR OF/IOWN (IF outide corporate limits, write RURAL ond give neores! town) 

4 = of give neorgs! lown) 0 - 

255 LS Fae ORD Xe 

22 <@. NAME OF HOSPITAL {if not in hospifal, give aizeet oddress) @. STREET ADDR . 1S RESIDENCE 
£4 OR INSTITUTION ea LZ? ! ON A EXAM? 
a3 7 ves [7 No] 
3 & 3. NAME OF igh Middle 4. DATE Day Yeor 


(Type or print) 


ela WE he be 


x1 


i Vi 
3 PE UNDER) YEARTIVUNDER 24 HA, 
Fe feat Py 


'@ 
S 
38 


re = 

a 100. USUAL OCCUPATION (Give kind of work done! 10b4 12. CITIZEN OF WHAT COUNTRY? 
2 dgring most of coerce lifg@ven if retired) 355 /| 

€ fda y? Z £1 

8 'S MAIDEN NAME 

oO 

8 

¢ — 

r] 1s, WAS DECEASED EVER IN U. S. ARMED FOR “het 6. Sociat SECURITY NO. 

& Nj mown) {if_yes, give wor or dates of service) Ma YJ VY Y 

ALAN “We er) 9 Y AL ar AMES CX APMAOVO ly 0 LMAL DO 
8 18. CAUSE OF DEATH [Enter only one cause per line for (0}, (b), ond ( INTERY AL SeTWECN 

a PART I. DEATH WAS CAUSED BY: Ne Wleig i> 
5 2 IMMEDIATE CAUSE fo} 

= OUE TO 


Conditions, if any, which 0) 
gove rise to immediote 
couse (0), stoting the under: OUE TO 


lying couse lost. c). 
Part It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART |(0) 119. WAS Autopsy 
ys) no 


20a. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote) 
Hour a. White Not zai factory, street, office bldg., etc.) 1 
p.m, lot work [-] of work H 


21. | certify that | attended the deceased fram. 7a 4 = 192_* Ate el eels. oa 12 Zthat Ulast saw the deceased 


MEDICAL CERTIFICATION 


alive cn etd ae 1958 & and that. death occurred oO AM, fram the causes and an the date stated abave. 
. Wy DORESS (Stree, city or town, stote DATE a 
1| [Site AT (U4 wo. LA La pihcM 0 AAGLG 


AL DIRECTOR: After this certificate has been signed by the attending physician ond camp! 


shauld be detached far use os the burial-transit permit. 


mansciaies Hampstead, Mde 1/19/57 
Va BURIAL, CREMATION, Zio, DATE THEREOF spa Zc, NAME OF FYETERY OR CREMATORY Tidy LOCATION (City, town, or county) (Stote) 
i DREMOVAL (Sp f) , 
an. black Ke me ne AoYxo Lg: 
PT ital, Ve Zula Zoe 7 REC'D BY REGISTRAR | 24d. REGISTRARS SIGNATURE 
4 y 
Pe DUD A ti va Ye WML a ae LMA uth dA hins 
laa 


© 


the Pagistrar priar ta burial, cremation, ar remaval, and in any event within Z 


may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


= TOF 
po 


4, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
C479 CERTIFICATE OF DEATH 


anda? 


—) 


Reg. Dist. No. 


ee 
g = te au ) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If insitution: Residence before edmistion) 
3 2. b. COUNTY / 
s 2 Carroll Ltn * Ma aryland iS Montgomery af 
Sw b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN {If aulside corporate limits, write RURAL ond give nearest tawn) 
oo RURAL ond give nearest town) f 
$2 Syrs.7mos 6days Gaithersburg A923. 
o 2 |. NAM! ‘OF HOSPITAL ‘te no? in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
=e “OR ISTITYTION ON A FARM? 
anes pringfield State Hospital Route #3 ves (1) No Gt 
£6 2. NAME OF First Middle Last 4. DATE Month Doy Yeor 
Ue : 
{Type er pria! Virgie Otelia OFFUTT DEATH January 23 19 57 


6 


P 


5. SEX 6 COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED JC] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER L YEAR| IF UNDER 24 HRS. 
68 bithdoy) Days | Hours] Min. 
Female White wipoweD [] pivorceof | 1896 P oyn. 


18. CAUSE OF DEATH [Enter onty one cause per line far (0). (b), and {c}.] INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY; ONSET AND DEATH 


Embolism of th t 


IMMEDIATE CAUSE {o). 


Ss 10a. USUAL OCCUPATION (Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3s ing fart of working life, even if retired) M a 

<4 / Zo aryland U.S.A. 
25 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

os 

ai Richard H, Offutt Mary Offutt 

ee 15. WAS DECEASED EVER IN U. $. ARMED FORCES? }16, paadin: SECURITY NO. |17. INFORMANT Address 

Exes Ves, 90. a CF yes, Usd wor oF dates of service) A 

ag —LE, Springfield Hospital Records. 

3 ¢ 

6 

a 

5 

€ 


YA BUE TO 
Conditions, if any, which © Thrombosis of the left iliac vein Months 


gove rise to immediate 
catse (0), stoting the under: ett 


AL DIRECTOR: After this certificate has been signed by the attending physician and campletel; 


: 

. 

3 

»~ 

A 

5 

= 
§ z lying coure last. (c) 
3 3 Zz L IGN! ONDITIONS CQNTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
Peery 8 NentS? SEEPS WL Uae PSyOHOStes | NOT RATED TOTH peat (219. CEREORMED? 
45.900 ra a C& xoD 
2535 = }200. ACCIDENT WAS UNDERLYING [1 | 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Port Tl af item 18.) 
eae & JOR CONTRIBUTING LI CAUSE OF DEATH 
e825 G [Ue eITHER, NOTIFY MEDICAL EXAMINER) 
3 36 & [2c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, 1 20t. (City of town) (Caunty) (State) 
Bio ea 3 Hour a.m. - White Nat while foctory, street, affice bldg., etc.) ' 
3 8 = p.m. jot work [_} of wark (J) 
$ cate 21. 1 certify that | attended the es; from JULY 1, 19.20_, mdanuary 234, 1957+ ,thot | lost saw the deceased 

Bo 

5s, ra alive wih 1 Ts and that death rred at23.30._P.M, fram the causes and an the date stated abave. 
=£ge2° ygart Wy a ADDRESS (Street, city or town, state] DATE SIGNED 
nese 
auas | W _Springfield State Hospitel 1/23/87 
2a2 
#228 Name (yes Walther H. Sonnenfeldt,’ M.D. aasitesviile Rune 
$ 
>» 


HOSPITAL OR ATTENDING PHYSICIAN: The fow requires that the death certificate be executed within 24 hours after death: Page 4 


° 2a. Visiees am 22%. DATE THEREOF Zz NAME OF CEMETERY OR hy Coon 22d. LOCATION {Cipy. town, ay county) (Stote) 
rege AVOID | /- 26-57 |Feren Oak tmeTer CS acphere LIL 
© 


3 % gio SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YS AS (4) x o J" atte ¢ WA. a A 2 ZA 4 
uw YQ’ Lie Ez DATE a9 £1) Ch Z 


4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ry re ICAL EXAMINER'S CERTIFICATE OF DEATH 


00429 


_Reg. Dist. No. 
2, USUAL RESIDENCE {Where deceased lived. If institution: Agiidence before cdmiasion) 


©. STATE A PLL Lpnezn b, COUNTY y LZ 


KICITY OR TOWN (If Hitside pee limits, vores ond give nearest town] 
g 


1, PLAGE OF DEATH 
} Bk eRO c<4 CO ( MARYLAND 


©. UENGTH OF STAY IN 1b 
4 flbo A 


Page 4 should be¥ \ 


e, IS RESIDENCE 


trar prior to burial, crematian, 


If any delay is necessary, pleose ex 


. 
3 ON A FARM? 
8 3 ves] No [} 
== Year 
ee 
s b vs” 
ba 5, SEX 6. COLOR QRRACE |7- MARRIED £}-NEVER MARRIED [_]| 8. DATE OF BIRTH Wigs Be yoo Sey YEAR| If UNDER 24 RS. 
Ent - Min. 
oes Vii ly \woown tT) — vvoreo On (Fg 0 G/F yn, aie! - 
” ; 10a. roe OCCUPATION Gie kind of work done! 10b. KIND OF BUSINESS, OR INDUSTRY | 11. BIRTHPLACE (Sfote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
s moat working Ii if retired) y Dy os "73 iS 
2 , z 
5 3 | | ppt 2 ates A Lp hAM ils lifpadt Co Ly cd 
a>? V4, MOJHER'S MAIDEN NAME 
~eE¢s jy le bg yy Oks g 
so Pp (A. CLEA SEL: Li awh 
Bae 15, WAS DECEASED E/ER IN U.S. ee FORCES? |16. SOCIAL SECURITY NO. T17, INFORMANT 

iz as haset wr ve wor of , 
2Fe los DYE Sp aaa J Y 
6 
% 1B. i sas tems ae : ‘couse per ling for (a), (b). ond (c).] Tz S e he between 
= PART. D USED BY saa : 
A ; IMMEDIATE CAUSE (o) but | LEvUse ue 
2 i x DUE To 


Conditions, if any, which tb 
is gove rise to immediote couse 
§ (0), stoting the underlying( DUE TO 
a couse lost. Ca 
z= courses 
= F3 PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOFSY 
a 
3 yes(j} NO oe 
= 20. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il af item 1B.) 
& | PRIMARY $l or CONTRIBUTING 1 —_ ; 
& | Cause © EATH. [Rsk Ava are ee, ae 
S | 20c. TIME OF INJURY — Month, Day, Year [20d. INJURY OCCURRED [200. PLACE OF INJURY (Home, form, 120, {City or town) (County) (Stote 
a Hour _o, m. k While Not whila©a| /-foctory, sree, office bldg, ee | ay ae Sia. 
S12 (Seem 1-26 _wS]lorworkO] orwork ttl Kas ie pce 


21. | certify that | tack charge af the remains described abave, held an Autopsy [_], Inspectian ae Inquiry (¥], and find thot 
fram: Natural causes [J], Accident &. Suicide [], Hamicide [[], Undetermined cause [1]. 


led ta the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained f 


RAL DIRECTOR: Poge 3 should be used os a burial-transit permit. 


= 7, : pap, CHIEF MEDICAL EXAMINER [J a aac 
< ASSISTANT MEDICAL EXAMINER [1] Ve - 
Bea AMES EM ARS & DEPUTY MEDICAL EXAMINER f¥] 26AS 


w: 


cute the certificote, writing the word ‘‘pending 
a 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
fopxa, 


TO 


Zo. BURIAL, CREMATION, F DATE THEREOF IE OF CEMETERY OR CREMATORY Wd JOCATIONACity, town, ar county) Sy 
fe wer —- y, y, M4 @. 
Nin <2 Y. AA Eh hile Ahiled Le 


“sg RAL es stk 240, REC'D BY REGISTRAR 2a, Ri TRAR'S STONATURG "yp 
VS. AISME(5) . Z, j eS Lill, 
KK Z 2B 0 VMI YC EAL, Joon /- 28 | Za SOY 


) 
= 
2 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2 
(Mm ) _ 48% CERTIFICATE OF DEATH nog, vin WASH 
}, PLACE OF DEATH 


set 
= 7, NY 2. ge poo (Where deceosed lived. If institutian: Residence before admission) 
£3 4 9. b. cou / 
3s arro beak Maryland “Baltimore \ 
3 ° b. CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
& a RURAL ond give neores! town) , R 1 
22 ke i e 5 29 Ba dwin O3xIl & Ure 
= = d. NAME OF HOSPITAL (If not in haspital, give street oddress} d. STREET ADDRESS @. 1S RESIDENCE 
- = pA OR rine? ON_A FARM? 
Se ringfield State Hospital none ves J) no 
ec 
= 6 3. NAME OF First Middle Lost 4. DATE Month Oay Yeor 
Ue DECEASED < OF 

{Type or print Mar Royston Price Béara January 14 157 


4 


9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HRS. 
st birthdoy) Days Min, 


P 


5. SEX & COLOR OR RACE |7- MARRIED [] NEVER MARRIED Bf] |. OATE OF BIRTH 
Female white |woweo Oo Divorced [] 10-10- x8 72 


~ 
fa 
Oo 
2 
ws 
ra 
cy 
7. 
s 
aa) 
A 
9 
r 
* 
iol 
e 
= & 
33 
... 
. re? 
Po rs 18a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
5 é 
3 got during most of warking life, even if retired) 
e 2es / t) 9 
3 2 : 3 Housework none U.S, A. 
« ° 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
F : po eee 
J ° 
ee R. Oliver Price Mary Ella Royston 
= £3 1S. WAS DECEASEDEVER IN U, 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT dres 
Ste Dever eyGReccry | GE GaR gied wer br eal ot eee) Mrs. E. W. Price 2l2 We"Chesapeake Ave. 
8 aff te) no rs. EB. W. 
£e 
% 3gs 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c). INTERVAL BETWEEN 
» 
2 20% PART |. DEATH WAS CAUSED BY: She hew 
2 S52 PART. DEAT MASI ATE CAUSE iol Coronar Occlusion one hour 
. £62 up DUE TO 
#3 
° o 5 
= f2> Gandini siti any. which z Chronic Myocarditis 
$ BES gaye rite ta immediote 
BS eae co¥se (0), stating the under. ( OUETO 
Fetse lying couse lost. (0 
$5.3 
3U 8 3 e z Paar Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
ge Ble 6 PERFORMED? 
=> sal - 
£233 6 ves] NOR) 
gogg8 $ 
Fores = ] 20a. ACCIDENT WAS UNDERLYING C]__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 16.) 
e Me & 
oe eats & | OR CONTRIBUTING LJ CAUSE OF DEATH 
<5 Ss £06 © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2sess & [20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote) 
ie B28 6 Hour o.m. White Not while factory, street, affice bldg., etc.) ! 
Roecs = p.m. 19 lot wark [J] at work [7] t 
eyes 
Ls ase 21. 1 certify that | attended the deceased from__War a 19. 1% to. 4. 19.2Z..that | last saw the deceased 
p2<3e 
B 2g $s alive on_ oats a (a Ae and that deoth occurred ot LL? 5 WMerom the causes and on the date stated above, 
E=O35 ADDRESS {Styeot, city gr town, state) ___ DATE SIGNED 
<S50. ACTUAL [-lof 7 
eve 8s SIGNATUI Mo. _W) Cl LL fb oe Se A a5 4 
O@sni / 7 
2235 , PHYSICIAN'S “ 
Hea? Kanettyen MeN. Mastin, M.D. Sykesville, Maryland/ 1-14-57 
Fd $s a Zo. SUR EON: Tb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY. Zid. LOCATION (City, town, or county) (Stote} 
3a 6 BOVieT” [1-17-57 |Clynmalira Mebhodist | Monkton, Md. 
ee . FLNERA 5 ADDRESS 74a, REC'D BY REGISTRAR | 24b. REGISTRARS SIGDIAPURE x, 
AIS (4) ra Lek q i 
vais yi & 622 York Rd. ,Towson,Mdane, 40-40 fe 4 by 
= 3-8 ie ey 


VA 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
u , __ 4@9 CERTIFICATE OF DEATH neo of 42 
) 1. PLACE OF DEATH 


ras art peewee (Where deceased lived. If institution: Residence before admission} 


b. COUNTY 
MARYLAND 
Ca ry land 


b. CITY OR TOWN (If outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limils, write RURAL ond give nearest town) 
RURAL ond give nearest town} 
Sykesville lyr.®8mo av Baltimore City 6) 


d. NAME OF HOSPITAL (IF nat in hospital, give street address) d. STREET ADDRESS We P e. IS RESIDENCE 
oh USSR ON A FARI 


120) Shamrock Avenye yes (] NO 


3. NAME OF First Middle last 4. pare Month Oay Year 


on 


id in by the funeral directar, 
land 2 should be filed with 


DECEASED 
(Type or print) HARRY MNPENG PRINTSOY DEATH 19¢ 


5. SEX 6. COLOR OR RACE |7- one NEVER MARRIED [1] | 8. DATE OF BIRTH Art Then] ie 
Tost biethdoy) Doys | Hours] Min. 
: Wha te _|WiboweD fy —soovorceo 2-10-82 be 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 
Investigator-Retire 


13. FATHER'S NAME ie MOTHER'S MAIDEN NAME 


Louis Reinisch Louise Kolb 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 


{Yes, no, oF unknown) (Uf yes. give wor or dates of service) 
No 213-10-390 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b}. ond (a) ee a haat Nl 
PART t. DEATH WAS CAUSED By: \ : be a basal 
IMMEDIATE CAUSE te i vi pHopremon 
a DUE TO 
Conditions, if ony, which is 
gove cise 10 immadiote r 
cate (0}, stoting the under, ( OVE TO more than 
lying couse lost. (e i ogi = 
Part tl. OTHER SIGNIFICANT CONDITIONS. CONTR TING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 


CBS as: colated with circulatory disturbance with cerebral arterioselero YS] No 


td 


P 


ve carbon popers. 
after death. 


ined by the attending physician and campletel: 
Then please 
2 hou! 


permit. 


Co RCEIDENT™ RiBeritince CT | 20b. Rie HAW INJURY OCCURRED, (Enter nature of injury in Part tor Part Il of item 1B} 
OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 70d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 120. {City oF town) (County) {Stote} 


Hour o. m. White Not while factory, street, office bldg., etc. vy 
p.m. 19 lat work [7] ot work 


21. | certify that | attended the deceased fram,____l)-=2-7.. ~ WSS., ta-1=10. . 195°7_.,that | last saw the deceased 
alive an____-J.=9________.____, 12. 57.___, and that death occurred at_5: QAM, fram the causes and an the date stated above. 


a ADORESS (Streel, city or town, stote) DATE SIGNEO 
ew a ae eee 
SIGNATUR Mo, _...-. Springfield State Hospital ....1-10=87. 


PHYSICIAN'S. 


' ‘ ’ g ¥. 
Ro. BURIAL, en 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zid, LOCATION (City, town, or county) (Store) 
VAI Ty] 
“Burial” |gan, ib, 19 Oaklawn Baltimore, Md. 
os ADORESS: 24a. REC'D BY REGISTRAR 2ab. REGISTRAR’ SAIGNATURE 
(GEMAY NL 


MEDICAL CERTIFICATION 


hhauld be detached for use os the burial-trans 
istrar priar ta burial, cremation, ar remaval, and in any event withi 


AL DIRECTOR: After this certificate has been 


may be retained by the haspital ar 


pa: 
the 


TO FU 


a 


~ 
oo 
> 
i) 
e 
= 
ro) 
® 
7° 
s 
© 
5 
6 
Be 
= 
~ 
* 
= 
3 
2 
e 
3 
i] 
3 
x 
cy 
e 
2 
2 
3 
=. 
= 
5 
ov] 
= 
i) 
2 
=} 
° 
= 
3 
= 
2 
= 
3 
a 
2 
a 
= 
2 
= 
Ee 
es 
= 
9 
a 
> 
x 
a 
o 
3 
& 
s 
< 
a 
° 
sa 
< 
e 
= 
2 
° 
e 
v 
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2 


SA avauna 


4561 OT NYC 


arses 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
» 482 CERTIFICATE OF DEATH neg. vn AA) EB 


=a 


Ly 


Be a 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
8 ” 9. COUNTY, MaeTaND b. COUNTY |. 
ve Carroll Maryland Mont comery 
Ze b, CITY OR TOWN (if outide corporote Fimits, write Te. LENGTH OF STAY IN Tb «. CITY OR TOWN (If autside corporate timits, write RURAL ond give nearest tawn) 
$ RAL and give nearest tawn) 
Pi 
32 “Sykesville 2vre5moe15da Gai thersbu 
= a4 d. NAME OF HOSPITAL (iF nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ithe OR INSTITUTION ON A FARM? 
aS Yes Bg NO () 
£6 3, NAME OF First Middle Lost 4. DATE Month Day Year 
= DECEASED R 
s {Type or print Thomas IGGs am January Uy 1957 
bad 5, SEX 6. COLOR OR RACE |7. married [] NEVER MARRIED [5] | & DATE OF BIRTH 9. AGE Tey If UNDER 24 HRS. 
yi} Min. 
4 Male White  |wiooweo a. pivorceo [] 117-1890 can her eabSG 4 
ae 100. USUAL OCCUPATION (Give kind of wark dane ye KINDO} by, PMPESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
85 ‘ during most of working life, even if reticed) phe 
cu U z; Uso oh ° 
a s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Se 
o r, 
ee Harry B Mary Wood 
g 3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT Address 
€ us Tes, no, oF unknown) (if yes, give wor or dotes of service] 
e 5 a Io York S20eH. Records 
eS 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and {c).] INTERVAL BETWEEN 
eS 


ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 
iMMEDIATE CAUSE (} 


1 Af DUE TO 


Conditions, if ony, which ) Hate NE ; ; ) years 


gave rise to immediate 
ca%se {a}, stating the undes- ( OVE TO 
lying couse lost. ie 


fr sn 


-transit perm 


‘AL DIRECTOR: After this certificate has been signed by the attending physician and complet 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


o 

£ 
s2se 
2 S r Part , OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/19. Snowe 
Sea ome! i= 
ages 3 Dementia Praecox - Hebephrenic type. yes] No fy 
i 2 o = 200. ACCIDENT WAS UNDERLYING (] 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 18.) 
s cs & | OR CONTRIBUTING L] CAUSE OF DEATH 
§ Py So © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Bess § |20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED] 0c. PLACE OF INJURY (Home, farm, 1209, (Cily or town) (County) (State) 
5.2 es 5 eka vy [ile Not while factary, street, office bidg., etc.) # 
sic = p.m. jot wark [_] at work [J ' 
= So 
e355 — 21. I certify that | attended the deceased fram.___7=29__ 219 et toy. 28 , 19511. ,that | last saw the deceased 

2.2 . 
cs % 3 alive an_____L=13.. and that death accurred at_83:20A.m, fram the causes and an the date stated abave. 
2036 ADDRESS (Street, city ar town, state) DATE SIGNED 
Pros = 
3 ACTUAL a a ae Cnet = 
35 oe See -- Springfield State Vospital 1-157 
2 2a q 2 
Olas PHYSICIAN'S 
eee |_{NAME (Typel_Marhin Gross. wank _Mariand 5.5. 
] we [22c. BURIAL, CREMATION, | 2b, DATE THEREOF BURIAL, CREMATION, Tab, DATE THEREOF = “ny a OF CEMETERY OR Lee oy 22d. LOCATION nape or - (State) 
PE 3 oye G (Specify) afin fbf ag 2 lige ay a2 f VIM /976 
oft Age 
id 2. i wae DIRECTOR'S ‘SIGNATURE J Ly ao. REC'D BY REGISTRAR | 24b, 5 'S SIGNATURE 
\ op ol a 2. Love NAH 7G ‘“ gcd 

sae 'Y gi art hom (1 £57 |B petty 


$A nvauiis 


cet Te NwE 


Oy arso 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
may be retoined by the hospital ar attending physician. 


€ 


AL DIRECTOR: After this certificate has been signed by the attending physicion and campletel; 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
+» 434 — CERTIFICATE OF DEATH 


oad 


— 9n47g 


Reg. Dist. No. 


sz 

ae 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decsosed lived. If institution: Residence before edmiasion) = 

oo, a. a$ Ib b. COUNTY 

32/ ARR O MARYLAND a haa Pot 

Be b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN Ib a W. OR wa rT outside corporote limits, write RURAL ond give nearest town) 

§ a RURAL ond pe oer town) yr : — 

§2 JoO7R CUSTER. 

£ Ay 5 NAME OF hile (IF not in — give street oddress) dt i ADDRESS. e. 1S RESIDENCE 

£4 OR INSTITUTION ON A FARM? 

=" gs 7: Z: vs) NOE 

ce 

£6 3. NAME OF 4. DATE y 

=o Raney Middle tost Manth Day ‘ear 
{Type or print) NDLD ffoBsys Cc WF, > 195 ¥, 


P 


5 
o) “pq 6. a OR RACE 7. MARRIED []] NEVER MARRIED [] |. — OF BIRTH 9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HRS. 
last birthday) [Manths] Days | Hours] Min. 
widowed [] vivorcen BE| 4 dF 19D Om. 
100. Wi OCCUPATION he kind of work dane * KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE4Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
7 during most of working life, even if retired) Mm 
LA TEs Turan’ ke Kee USA. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN N, 
ry 


JESSE Fors son “ARRIE (ASP 


1s. WAS DECEASED EVER IN U. S. ARMED Sal , SOCIAL SECURITY NO. vy INFORMANT Address , “/ 6 arly Des 
(Yes, no, or nay (tt yes, give wor or dates of vervice) 2 iy es 
eee 8 MN Re E 4REPTS op ey A Ff 
’ 


| [18 CAUSE OF DEATH [Enter only one couse per line for (0), (b). gnd (€). z INTERVAL BETWEEN 
D 
PART |. DEATH Was CAUSED BY. Ba 7 22 By, - { ONSSJ AND DEA 

a Og is Os evs AERA 
re 


\ 


Deny 


IMMEDIATE CAUSE (a) <-— C4 R M/A 


Then please remave carbon papers. 


' DUE To 7 ‘ 
Conditions, if any, which wlhhA cttt.c bhp Crot2hie S.. ie ee 
covve (oh ring the pads (VETO pig x : p 
fy eee last. ¢ CALA & Ao fh 2 a a sv ge 
7 ra 


360 nop 


jc iN oO 
PEC4—-<, Mega it x A 

200, ACCIDENT WAS UNDERLYING [] _[20b. DESCRIBE HOW INJURY OCCURRED, (Enter nafut® of injury in Port 1 ar Part Il of item 1B) 27 

OR CONTRIBUTING [1 CAUSE OF DEATH =" 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

0c. TIME OF INJURY Month, “it Yeor |20d. INJURY OCCURRED | 208. PLACE OF INJURY (Hame, form, |20F, (City or town) {County) (Stote) 

Hour 0. 9. White Not ie factary, street, affice bldg., et 
pm. lat work (C] at wark 


to burial, crematian, ar remaval, and in any event within 72 nave me death. 
MEDICAL CERTIFICATION 


fhauld be detached far use as the burial-transit permit. 


21. | certify that f attended the deceased from._2_Z eG ; we SUA L_.. YL -7 phat | last saw the deceased 
alive an Wg Z_.. and that death Cealotr es ae YAM, from the causes“and on the date stated above. 
WY i E treet. city or town, st DATE SIGNED 
r ttt LLL OA Qh ws». Ad: 
= —_ ¢-4. 
: EELS (po .sB 
Ni SA OSL SEORILOY OL a ee ee en 
speci ¥ : 
™: 6 fs eee WAT ELD Lions | 7| Warkaudeet Ye 
~ " Dao, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
4 4 
awe Wa ware J-96-0 2 | Jef Gormet Z, 


£°A NVTUN' 


sol. Fa, 


Lin 


afl 
A A\ 4 
al ATa9 sd * 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 80) 
t and 
484 CERTIFICATE OF DEATH ~ f 


ay 7 Reg. Dist. No, id 
5= 
5 3( 1, PLAGE OF eae 2. USUAL RESIDENCE (Where deceased fived. If institution: Residence before odmistion) 
= o ) a. b. COUNTY 
53. LARPOLL. MARYLAND [V7] . Cy RAL 
3 8 b. CITY OR TOWN (If outside corporate limits, write [c, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest tawn) 
3 RURAL and give nearest town) 7 3 
$2 ) G 
25 
22 4. NAME OF HOSPITAL (IF notin hospital, give strect address 1/9: STREET ADDRESS 6. 18 RESIDENCE 
Ss Bi ye iO J fy JP { = sje = - - 
aS 70 AU MEDS. LV LAP SAM G y = Yu (Wk ad Sad > SA ves] No F{— 
3 5 3. NAME OF ; First _p—Middle lost 4. DATE Month Day Yeor 


fem A / LE fe Oe Sc by Bites | OM 7 ae 


5. SEX 5 6. COLOR OR RACE ]7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (in years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
N7 la / . fos birthday) tea ae 
a Uy wiooweo Z-— oivorceo] | /O - = yes. 


Wa. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) a ; 
ta MP Ces te 
14. MOTHER'S MAIDEN NAME 


esi 5 eo ‘ n 
WP/ SF. ‘Lie CAe 4G lk hse (Manne 


ap L " 
= Zh 
te WAS pee. ran u. S. ne bls 16, SOCIAL SECURITY NO. a Address 
fet, nO. OF unknown} YO, give wor oF dates of vervice) J 2 r od “4 vi bs Ay 4 
4 ) ALY Tix jhe Li { wa 
¢ 


e 


Pr 


Qa 


ee ee ae ee eee MAA Fe ATs — 


18. CAUSE OF DEATH [Enter only one couse per Jige far (0), (b). and (c).] INTERVAL BETWEBN 


PART |. DEATH WAS CAUSED 8Y: jee 
IMMEDIATE CAUSE (0! 


“Yo RK DUE TO 
Conditions, if any, which i 


gave rise to immediate 
cause (a), stating the under. ar 4 
ig couse last. tc 


pot 


Then please remave carbon papers. 


Pacer tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. hee aa 
ry j/ f 
( & vs] nol 
20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Parl Il of item 1B.) 


OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION, 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm. ¢ 20f. (City or tawn) (Caunty) (State) 
Hour a. fy While Nat while factory, street, affice bldg., etc.) 
p.m. 9 fat wark [J at work [J 4 
LZ 


o's ., 19.2 Z,that | last saw the deceased 


: After this certificate has been signed by the attending physician ond completely 


Boley Afigt | ottended th deceased fram MLO? WSL 
an. 


ue an. 2, wZ., (5 d that death accurred at, 


jauld be detached for use as the burial-transit permit. 
Btrar priar to burial, crematian, ar removol, ond in any event within 7Ahours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death cerfificate be executed within 24 hours after death: Page 4 
may be retained by the haspital or attending physicion. 


a 
° 
6 AL y éf f 2 
Pd | AtAnd/ 04442 e ek Ti be ehh 
a 
PHYSICIAN'S ( 
F Nanette AWW ItGlhLE MY ASDE/CHEA ss 
‘20. BURIAL, CREMATION, | 22. DATE THEREOF TAME OF CEMETERY |. LOCATION (City, town, 
x J me RenovAL oe hon Q a ye bcd ey vy) ‘oa ION (City. town, ar Sun WO ay (State) 
e 22 CLELA bm Vie LIP ELMS PD = © >. 
4 23. FUNERAL DIRECTOR'S SIGNATURE. ‘ Dao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE ; 
ys A154 \\\ ia sie ye / = hy 4, 
Enos V 4 i ge : (HAGA cate | — aA Pe cet AE 


E MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
FO, es, Kay > foi BO CERTIFICATE OF DEATH 


i Wa: 


oval 


048 


Reg. Dist. No. VM 


~ 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmission) 
a. COUN Carroll warnano || SF Maryland ».county Montgomery 


b. city oR TOWN (le outside are limits, write [c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
and give nearest town! 
Sykesville ll mos, 20 dyis Silver Spring 
d. DERRICK (If not in hospital, give street oddress) d. STREET ADDRESS e. erretortcs 
/ Springfield State Hospital ||/5- “1814 Glen Park Drive ves [] NO fe] 


3. NAME OF First Middl 4. DA 
DECEASED irs\ iddle lost TE Manth Yeo 


Doy f 
(Type or print Lena Urken Seidelman DEATH January 22 19 57 
5. SEX 6. COLOR OR RACE 7. MaRRieD[] NEVER MARRIED [1] ]8. DATE OF BIRTH 27-75-52 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthday) Moni in 
F W May 2y-1884 ca lll Dl 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar foreign 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) - 
‘ Housewife ee tad Latvia USA 


) 13. FATHER'S NAME V4, MOTHER'S MAIDEN NAME 


f 


in by the funeral director, 
and 2 shautd be filed with” 


o 


Pat 


—-Urken Sara - ? 


’ Tes, no. oF unknown) UH yes, give wor or dotes of service) 
> No y oy. Springfield Hospital records 


18. CAUSE OF DEATH [Enter anly ane cause per line far (0), (b), and (.] SUE ee 
PART |. DEATH WA‘ E : s 
IMMEDIATE CAUSE Careinoma of the lun Years 
DUE TO 


Condilions, if ony. which Bilateral bromchopneumonia 
gove rise to immediate 

cotse (0), stoting the under. 

lying couse last. 


Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TE| AL BISI ONQITK EN PART 1 19. WAS AUTOPSY 
a COMTREUTING TO. DEATH 2 PaVENOEIE NRE BSE MERAY PART Mod 19. ee Meo? 
Chronic brain syndrome assoc. with cerebral arteriosclerosis with, ves NOO 
200, ACCIDENT WAS UNDERLYING 2) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part ! ar Part 11 of item 18.) 
OR CONTRIBUTING D) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (Stote) 
‘Wear coke While Not while factory, street, office bidg., ete.) | 
p.m. WW Jat wark [) at work ‘ 


MATY 22, 19.57 that | tast saw the deceased 
qr at 44/IZEM, from the causes and an the date stated above. 


Then please remove corbon papers. 


rstror prior ta burial, cremation, or removal, and in any event within 72 ha 


MEDICAL CERTIFICATION 


ADDRESS (Street, city ar town, stote} DATE SIGNED 


pringfield State Hospital 1/22/57 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 


uld be detached far use as the burial-tronsit permit. 


101 


cans = Walther H, Sonnenfeldt, M Sykesville, Md. 


72s, BURIAL, CREMATION, [20, DATE THEREOF Ze. NAME OF GRMETERY OR vay Z2d. LOCATION, (City, town, ar eapnty) 

; bes ‘ " 9 . oS 
A fect? Ziteccole | eraetiac) Ks ietabe gow __fe- 
a OE Sey £ (2 QA : ay BY REGISTRAR _ | 24b, REGISTRAR'S SIGNATU 

é 7 ge 3 - 
% WEEE COR, Hiitile: - CFE 7 Hip, van 7, cf ihe 
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may be retained by the hospital or attending physician. 


ther 


=F 


ZZ 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 0482 


g3 3 A Oig¢em mi aa Reg. Dist. No. 
Dz ‘= ———— ese 
$3 e 1, PLACE orp DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
S “ 
id Pero if, marnano || 8S Navy Law & oN ARR Y a7 
es 3 b. CITY OR TOWN tif outside corporate fimits, writs RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Seo 5 ond give neores! town) a 3 ~ QO? 
3s ¥ a PALS f WYV 4 PA/¥/) Pikesy 2 W 25 
Rash oe 1S RESIDENCE 
3 5 ity ON A FARM? 
She gis vs] NON 
32? pen et ek 
gold 3. NAME OF d 7s Middle ce Day Yeor 
2 
> ‘ype or rit ane PLY DEATH 198 
as ie 2e 5. SEX 6. COLOR OR RACE a2 MARRIED [[] NEVER MARRIED fx “2 ot OF BIRTH % og IFUNDER TYEAR| IF UNDER 24 HRS. 
Ege Days Min. 
=e wivoweo [] —_—oivorcep oe AaNSee peraaee | ty 
2ek be 
mss ¥WOo. USUAL Col of wark dane] ¥0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State dr foreign country) 2, CITIZEN OF WHAT COUNTRY? 
pis during most of wo opting lite, even if retired) eC, \ a 
8 1 | oO we 
a V4, MOTHER'S MAIDEN NAME 
= ey i ¢ es ie 
gu tei . 
ee 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES fete sod i. NO. ‘A 1! Address ree J ; )) 
a | Ten * or unknown) (If yes, give wor or dates of service - S RAPS fri’ 6 
£ it OX Oye 5 MA: d Spiny ls 


M3, 
Cc 


RAL DIRECTOR: Poge 3 shauld be used as o buriol-tronsit permi 


INTERVAL BETWEEN. 


‘ONSET ANO DEAT! 


18. CAUSE OF DEATH [Enter only one couse per fine fe vie {b), and (c).] 


PART I. DEATH WAS CAUSED BY: 7 
IMMEDIATE CAUSE (a) ph tte 


g , 
of DUE TO 

Canditions, if any, which o 

Gave rise ta immediate couse 

{a), stating the underlying(y OUETO 

cause lost, — i iS 


PART fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 


= 
€ 
2 


in pencil i 


led to the Chief Medico! Examiner's Office olong with form P. 


(0 THE TERMINAC DISEASE CONDITION GIVEN IN PART I(a}/19. WAS AUTOPSY 
PERFORMED? 


200. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter not Part | ar Part laf item 1B 
PRIMARY LJ of CONTRIBUTING CON ae 


CAUSE OF DEATH. ats. ; 3 lo 
AD a 


20c. TIME OF INJURY Month, ae Year —[20d. INJURY OCCURRED, [20e. PLACE OF/IRJURY (Home, form. 120%. (City oF town) (County) (tole) 
Hour o,m. Ags While Nat white Al) factory, stfpet, plfice bidgeetc.) | H : 
% oper 1 ot wark hbo oY i Cheaper ret er. rah we 


21. | certify, thot | te - of the remoins resi obove, held of Autopsy [_], Inspection 0. Inquiry (5, and find that 
deoth refulitd from: Natural couses [J], oe Suicide [], Homicide [], Undetermined couse (J. 


Vhorfh/ a 
actual ¥ RK DATE SIGNI 
r am 4 5 Mo, CHIEF MEDICAL EXAMINER [_] 


MEDICAL CERTIFICATION 


TO DEPUTY MEDICAL EXAMINER: This certificote shauld be executed within 24 hours ofter deoth. 
cute the certificote, writing the word ‘pending 


< ASSISTANT MEDICAL EXAMINER is 
3 8 DEPUTY MEDICAL EXAMINER 
oj 
d 2a. wey CREMATION, 2b. DATE THE! yok 7a ‘OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 
= ° peg 
Q ) ? Cent buh > Com cht Aur Za 


24a, REC'D BY REGISTRAR } 24b. REGISTRAR'S SIGNATURE 
CY Z 


< 
& 
> 
= 
im 
3 


LERECET AACE Z 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00483 


487 CERTIFICATE OF DEATH A Dist, No.) 


oll 


yt/ 
z -; i} eee 2 Neko apa ata (Where deceased lived. If institution: Retidence before odmission} 
2 3\ a a. 6. COUNTY 
5 2 _ Carroll MARYLAND || Maryland Carroll 
Be b. neath (IF outside 0) Be limits, pyrite | ¢. LENGTH OF STAY IN 1b. y . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) ) 
ol jive neqrest town) 1 
52 al "S M 50 yrs. A , Nr. Silver Run, Md. (Myers Bistrict 
13 oe d. Sega lake {If not in hospital, give street oddress) /, d. STREET ADDRESS R. A. e Be Prom 
aS Mafiing Mddress, Idttlestom, Pa. R.D.l Mailing Address, Littlestowm, Pa. | vim nog 
£5 3. NAME OF Fit Middle low 4. DATE Month Day Year 
Ss (Type oF print) Howard William Sheely pean 1/1/57 9 
~~ 5. SEX 6 COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [[] | 8. DATE OF BIRTH 9%. feraiuaes [iF UNDER | YEAR] !F UNDER 24 HRS. 
: 1 Mio. 
Male White _|wiowenag _ovorceo) | 3/21/1875 a a he 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, evon if retired) 
Ret: Farmer U.S.Ao 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
James Sheely Amie Motter 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT 77 VA at? - Address 
| Oe. 8 ‘or unknown) {IF yen, give war or dates of service) 
Oo None Alvin Sheely, Littlestown, Pa. R. D. 1 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} 


F DUE TO 
Conditions, if any, which ) 


gove rise to immediate 
couse (0), stoting the under 


lying couse lost. (c} 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
» : 
ERPoR ating VAR aed PALATE ves] No 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Por! II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stotey 
Hour 9. n, While. Not while factory, street, office bldg., etc.) F 
p.m. 19 ot work (ot work [J 1 


21. | certify that | attended the deceased from... Bts.i-.-..- , 19.5%, to.__- enh, 19S J. that | last saw the deceased 
alive on dae 1287), and that death occurred ot_G4 om, from the causes and an the date stated above. 


p ’ ADDRESS (Street, city oF town, stole) DATE SIGNED 
Stine DSomet® Coover ns, tibdtim (ie He A OF 
foe ME he nO |, | ee ee “4 
Zo. eae ge aaa Wb. OATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
Burda 6 Mt. Carmel Cemetery Littlestom, Adams Gow, Pa. 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


is ° 
Bs 
2 “cot pa eae SL aS il ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE =, 
yy f =e ee yes 2 
Yetws WALA tind! A Aft Littlestown, Pas pate 1--_C- mit: ‘Sinder 


‘A Avayna 


that the death certificote be executed within 24 hours after death: Page 4 


jires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requ’ 


y 


I of attending physician. 
AL DIRECTOR: After this certificate hos been signed by the ottending physician ond completel: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
x - 4388 CERTIFICATE OF DEATH 


= 


00454 


2 Reg. Dist. No, 
5s= 
oe / ‘]). PLACE OF DEATH 2 waa RESIDE E (Where deceased lived. If institutian: Residence before admission) 
$> | i @. COUNP ©) weaken ill 243 b. COUNTY, 
eB \. OLL = . ARP LL 
6 b. CITY OR TOWN (if outside corpora limits, write | ¢. LENGTH > STAY IN Ib E}CITY OR ros If outside corporate limits, write RURAL and give nearest town) 
g ( 
3s rae and is Wis town) 
23 IyRAL &. ] Wf Oo 
ey d. nie OF anak “i par in Pe give street address) STREET ADDRESS o. 1S RESIDENCE 
hs! OR INSTITUTION 
oe ‘es as] KS sy 
ec 
£6 3. First Middle 4. DATE Manth 
Deceaseo (> CC: i‘ 
{Type or print) U ARPA PY Aer a Ti ‘a SEATH f 4 WS 


IF UNDER | YEAR] IF UNDER 24 HRS. 


Manths] Days | Hours] Min. 


9. AGE (In. years 
last birthday) 


F 


5. SEX re 6 COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [a-+e. DATE OF BIRTH 


0a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY]11. BIRTHPLACE (Stole or fareign cauntry) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


u 


14, MOTHER’ 8, MAIDEN NAME 4. 


1 Tear LueinpA Of) 1s 


5, WAS sabes WU, S. a FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT r 7 
eee pzie aeons 
OAIE p ARROLL Co So. 


[ fis. CAUSE OF DEATH [Enter only one couse per line for toh (b). and INTERVAL BETWEEN 


().] 
PART |. DEATH WAS CAUSED 8: G ERE rome ie He Mo RAMAEGE ONSET AND/DEATH _ 


IMMEDIATE CAUSE (0 
f DUE TO 


Then please remave carbon papers. 


jons, if any, which e 
gave rise to immediate 
cause (a), stoting the under. ( PUETO 


lying couse lost. (©). 
Part If. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) |19. PRcReee 
yes [] No v4 


200. ACCIDENT WAS UNDERLYING []_ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I af item 18.) 
OR Fee Ginette (CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, t ‘20F. {City or tawn) (County) (State) 
Hour a. pr. While Nat while factory. street, office bldg., etc.) | 
pm. 9 Jot work (7) ot work J la H 


21. | certify that | attended the er LC) a 19h to Bat *E-., io Zthat | last saw the deceased 
is 


alive o te 2S at a , and that death accurred at {Lt ___.M, fram the causes = an the date stated abave. 
ae : ‘ ADDRESS apt city oF town, ya DATE SIGNED 
Le, RLU wo ache Lustee (oy 


MEDICAL CERTIFICATION 


auld be detached for use as the burial-transit permit. 
stror prior to burial, cremation, or removal, ond in any event within 72 hours ofter death. 


eG 


67 
pe No. oe ‘2b. DATE Daal 278 z NAME OF i ETERY OR CRE ORY 72d. LOCATION (City, town, of caunty) (State) 
Ff ‘eas i rs c 
gf ELI EE AV at i UNL BIT Db. f ~ 


2 
2 ‘ ae oc seman : Bho. REC'D BY REGISTRAR | 24b. ee SIGNATURE 5 

VS ANS (4} ; l | 2 

Bays pate JANG O 5D pas Atel £A4A tay 


od 


MARYLAND, STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 0 48 
ALO CERTIFICATE OF DEATH Reg. Dist, No. 


LL 
ge aos £-5 
3 BS 1, PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived. If inattution: Residence before odmision) —/ 
ea ts 05 b. COUNTY ‘ 
3 3\ Carroll et oa) Maryland Baltimore 
Be b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
9 
§ 8 RURAL ond give neorest town) y= 3 
23 Sykesville Syrs.7mos.5days QGADBA/PAANS! Dundalk et Je AL 
& i d. NAME OF HOSPITAL (If not in hospital, give street oddress) e. 1S RESIDENCE 
=—-« / OR INSTITUTION 3 ON A FARM? 
5 Springfield State Hospital ves (J No Ek 
ee 
er 3. NAME OF i ie - 
aaa DECEASED Ee iti Be Doy Yeor 
® (ype or print) Rose Elizabeth SOMMERS DEATH January 19 1957 
S, SEX 6. COLOR OR RACE |7. MarRteD [] NEVER MARRIED §] | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 24 HRS. 
a N 12 last pythdoy) [Months Hours] Min. 
: Female White |winoweof] __ owvorceot) | Nove 12, 1912 yes. 
10a, USUAL ese alba Bene kind et eas 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘ing most of working life, even if retin 
ohe YZ, Maryland U.Grhe 


1}, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Estella N. Arastrong 

ae fg ec ORV EN TENT UscSagteneO EO NGES? 16. SOCIAL SECURITY NO. }17. ep : Address 
No = ~SLnt Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 


is certificate has been signed by the attending physicion and completely 


6 


52 PARTE DEATH WeDIATE caus o, Leukemia, +; unspecified own 

es DUE TO 

ae Conditions, if ony, which 

Eo gove rise to immediote 

ge co¥se (0), stoting the under- ( DUE TO 
ge =P lying couse lost. © 
38S i Past tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19, WAS AUTOPSY 
ROSES » |g PERFORMED? 
peAsi085 ° |3| Psychosis with mental deficiency; ves(] NOR 
oo as = 200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 o¢ Port Il of item 18.) 

a & | OR CONTRIBUTING L] CAUSE OF DEATH 
Bere & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
= 4 z AG 
3586 & [2c TIME OF INJURY Month, Doy, Year [20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
5.295 a Hour o. m. While Not white factory, street, office bldg., etc.) 4 

nbs = pom. jot work [] ot work { 

= 
eigen é 
gine 21, I certify that | attended the deceased fram _sluly_1, ......, 19.50, taJannary 19,., 19.57.,that | last saw the deceased 

2.2 5 
7 b $5 alive ondanuary 19,12 87, and thet death occurred at.11.230]M, fram the causes and an the date stated abave. 
=63% a yA ADDRESS (Street, city oF town, stote) DATE SIGNED 
pas | etl” WAM vo, Springfield State Hospital 1/21/57 
Fox a 
a Bs PHYSICIAN'S ! 
ea2e NAME (Type| Walth onnen d M.D. __.sykesy. Ce Cho80 a a. oi 
3 
~ 
o 
& 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificote be executed within 24 hours ofter death: Poge 4 


20. PETRA EATON: ‘W2b. DATE THEREOF Z2c_NAME OF CEMETERYOR CP ORY 22d. 195 ATION JG town, or county) tote) 
Cir" \/-23-5 7 | apie, a 
Dp 


moe 3 
or : ; = 
‘ CV gl! AGbenLhe, Ad. PIG EA OGG 
DL. 4 lB WS. ee 
wisp CLLLAA ,; - wae PISA 


MARYLAND STATE ee wd - HEALTH— PLTUMORE, 18 


“vent ERTIFICATE OF DEATH °° ae ofl 486 


1 te ate Hd 2 betta vsbig os (Where deceased lived. If institution: Residence before admission) 
o. b. COUNTY 
Carroll werierie aie Maryland 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond id neorett town) 
vy ee R 3Vo 


¢ 
d. NAME “OF RGerirac (iF not in hospital, give street oddress) d. Sree ADDRESS e. IS RESIDENCE 


OR INSTITUTION ON A FARM? 
4 6S, Ghestor Street 


9 YES = No () 
3. Nar it i Lost 4 ae Month 
{Type oF print) VIEDER bam January 23 19 


5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 VEAR]IF UNDER 2¢ HRS 
* lost birthdoy) 
Male White  |wioowet) __ ovorceo I] ter 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) ~ 
. 
latvia Latvia 


= 


din by the Funerol director, 
Vand 2 shauld be filed with 


¢ 


p 


on popers. 
th. 


Seaman 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


unknown unkno 


. 15. WAS DECEASED EVER IN U. $. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, oF unknown) {IF yes, give wor or dates of rervice) 
\gosecallllé cosines Springfield State Hosp, Records - Sykesville 


18, CAUSE OF DEATH [Enter only one couse per line for (0}, (b). ond (¢).} INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: Cong Occlusion Minutes 


7 : DUE TO more than 
Conditions, if ony, which w Peripheral Arteriosclerotic Cardiovascular Diseas 


gove tise to immediote 
cote (0), stoting the under ( DUE TO 
lying couse lost. a 


Pant II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART pity: tine AUTOPSY 


FORMED? 
Involutional psychotic reaction. 


yes) Nog) 
200. ACCIDENT WAS UNDERLYING (7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote} 
Hour o. m While Not while foctory, vireet, office bldg., etc.) | 
p.m. 19 lot work [-] ot work [J H 


21. | certify thot | ottended the deceased from.dily..28. , 19.53_, to_damary..23., 1957..,that | last saw the deceased 


olive on January. 22___., Ds ee and that death occurred at_ 6:154.m, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


oo Spe ope _-Springfield State Hospital 


NAME (type) in Gross _. Svkesville, “Maryland 


bee CREMATION, a DATE THEREOF OF-CEMETERY-OR-CREMATOR Coe LOCATION Ae town, ee 
se ee a. (Specil no kys 9 ZB 
Oe se 
VS AIS (4) I 
Ym 95S. h AcB la CZ Ve} 29-59 


ofter 


MEDICAL CERTIFICATION 


may be refoined by the hospitol or ott. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
on 49 CERTIFICATE OF DEATH 


0487 


Reg. Dist. No. Is 


onal 


st | 
ee ) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
ae : % Carroll MARYLAND |} Maryland CoN’ (Carrell 
Be b. CIty OR TOWN (lf eutide carporte Finih, write Tc. LENGTH OF STAY IN Ib ||" <. CITY OR TOWN [I ounide corporate limit, write RURAL ond give nearest low) 
o on jive ares 
52 rufeal Westminster 2 months|Zrural Westminster 
25 
int a d. NAME OF HOSPITAL (if nat in hospital, give street oddress) » d. STREET ADDRESS: e. 15 RESIDENCE 
ata - OR INSTITUTION / ON A FARM? 
5a TO Re 5§ Re 5 ves G No PG 
£6 3. NAME OF Fint Middle Last 4. DATE Month Be. Year 
ry (Type or print) verl David Wagner cAm oanuary pe 
y S. SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years (Ff UNDER 24 HRS. 
= last biethday) 5 Min. 
4 Male White wipowen [] oworceot] | Nov.e21, 1956 yrs, ae hr] 
ae 10a. Weel C8 esti (Gis kind ty Led dene 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= luring 105 ing life, rie 
-. | gnu cwcna um ie _|- - - - - - - | Hanover, Penna. USA 
3 5 13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME ‘ 
“3 \ Unkmewn Nancy V. Wagner 
53 15, WAS DECEASEDEVER IN U, S, ARMED FORCES? |16, SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
é 2 1 a 9 Nate vsiconee dole ch farsa] 
Se" /O BO <a |6 6 ees -~ - - = ~ (Miss Nan Wagner R Westminster, Md 
8: 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-] ; INTERVAL BETWEEN 
a PART I, DEATH WAS CAUSED BY: 2) Peer" x. 
4 IMMEDIATE CAUSE (0} taaceeaeg en (1 Lobo “2. ee - 
= ry ry DUE TO 


Conditidns, if any, which by Wa fnew hier ie 


gove rise to immediate 
cate {a}, stoting the under ( DUE TO 
lying couse lost. (6). 


Past II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Piperanrcesy 
yes—] no] 
20a. ACCIDENT WAS UNDERLYING C__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I ar Port Il of item ¥B.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Boy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} {Stote) 
Hour o. m. While Not while factory, street, office bldg., etc.) } 
p.m. 19 Jot work [J] of work [J t 


21. I certify that | attended the deceased from._.7. 29 =, WIL, tact £0, 19.9" Zthat | last saw the deceased 


alive on ZAP N 12_._...., and that death accurred at__7.27."M, fram the causes and an the date stated above. 
ADORESS (Street, DATE SIGNED 


city or town, sfote) < 
wo. 22 04 Moan Aipbernnete fl p-269) 


PHYSICIAN'S WwW. Jennette , M.D. 103 E. Main St. Westminster, Md 


NAME (Type) aT i ees i RE anne Se ae 


Zo. RENCE ON: 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, ar county) (Stote) 
rfal | 1427 Meadow Branch nr Westminster, Md. 
3, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
¥S,ANs0 0 John R. Byers Westminster, Md. vate J ~2E. yc nn (fr, LE, 


trending physician. 


MEDICAL CERTIFICATION 


ACTUAL 
SIGNATUR' 


AL DIRECTOR: After this certificate has been signed by the attending physician and campletel 


hauld be detached for use as the burial-transit permit. 


é 


the registrar priar ta burial, cremation, ar remaval, and in any event withi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 
may be retained by the haspital ar 


TOF 
pa’ 


wwe 


Bao | 


1 MARYLAI D ) STATE DEPARTM NT ad HEALTH—BALTIMORE, 18 


oe CERTIFICATE OF DEATH 00488 


Reg. Dist. No. =) 
2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


"TAPER VLBA. OCR LROLL 


1. PLAGE OF DEATH 
BRP MARYLAND 


‘ . 
b. CITY OR TOWN (If outside erate limits, write} ¢. payee y) STAY IN 1b 
RURAL ond vy neorest Vs Ye 


PE 
= 723 3 . CITY a TOWN (ff autside corporote limits, write RURAL ond give nearest town) 

2 27 Cre 

$2 SPALL 2 

22 i STREET ADDRESS e 5 (ES 

aS VE WE) x SPU E- ves () No fS— 

4 & 3. NAME OF Middle lost 4. DATE Month Day Year 

Y (Type or print) Me od LC yi ‘ple /Z, LPRREN DEATH SIF oS 7 

S. SEX 6. COLOR OR RACE |7. maRRiED EPNEVER MARRIED [] |B. yy ye, BIRTH 88 GE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 

: j e Eel ay) ton ape Min. 
TEU D Al E |wiooweo [) pivorced [] PRA yes. 


100. USUAL OCCUPATION Fab kind of work dana| 12. CITIZEN OF WHAT COUNTRY? 
during most of working yy ‘even if retired) 
AA Cc AG c 


in popers. 
jeath. 


ae sf 
13. FATHERS NAME p 14, MOTHER'S MAIDEN NAME 


LOUlS FS 3 oe ey VME, VOBLE WARRED 


_/ 1S. WAS DECEASED EVER IN U. S. ARMED. FORCES? 16, SOCIAL SECURITY NO. | 17. ae 30 is" 
| tes, 90. er unknown UF pe, give wor of dates of service} WD ; fwe ea 
Ge, & tb g £ f. 


1B. CAUSE OF DEATH [Enter only one cause per t 5 {0}, (b), ond J ‘AL BETWEEN 


D DEATH 
PART 1, DEATH WAS CAUSED BY. 4 
IMMEDIATE CAUSE (o] tt 2 B- 


DUE TO 


Conditions, if any, which to 
gove rise to immediate 

cottte (0), stating the ynder. ( DUE TO 
lying couse lost. (G} 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT-ATOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
= 5 ves [] NO he 
200. ACCIDENT WAS UNDERLYING [J | 206. DESCRIBE HOW INJURY OCCURRED. gach noture of injury én Part | or Part Il Of item YB.) 
OR CONTRIBUTING [1] CAUSE-OF DEATH 
(IF EITHER, NOJIBV-MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, = Year | 20d, INJURY Peete 2e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) Z (County) (Stote) 
Hour om. While Rena » factory, street. rest ot esas etc.) MS ons 
p.m. fot work [7] H 


21. | certify that | attended the ne” fram /Z_ a Poe pee 4 _---., IHL. that | last saw the deceased 
a 194 Y and that de y a — fn, fram the causef and af the LZ stated abave. 


Lens 
7 BREN ty CMe Cihb WE. 

; a. A CN, UL 
NAME ype\] WESTMINSTER, MD. 


te 


fe ct 


Then pleose re 


|, cremotian, or removal, ond in ony event within 72 hours 
MEDICAL CERTIFICATION 


alive on_ 


ACTUAL 
SIGNATURI 


AL DIRECTOR: After this certificate has been signed by the ottending physician ond campletel, 


should be detached for use as the burial-transit permit. 


< TO HOSPITAL OR ATTENDING PHYSICIAN: ifele® requires thot the deoth certificate be executed within 24 hours ofter death. 
moy be retoined by the hospital or attending physician. : 


< “14 Sere ee, 
EY lo. BURIAL PREMATION, Ze. NAME OF CEMETERY OR CREMATORY Td. LOCATION (Cily, town, or caunty) (State) 
se : : 
amet Lunia a EL Ae MEnubie yb BOl 42. Lua 
» 23. HUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
SANS (4) Q coe 2, Y . LI wot. Der ; x onuk { Sp/, 
15M 9/55 Bw. LEPY ze bate J / J = LY 4A 
Lt 


BK AVTE 


rept gt NV 


a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
492 CERTIFICATE OF DEATH 


ol 


(0489 


et aa Reg. Dist. No. 
ce f 
3 3 fei 1 Lok Seat ris ee ess (Where deceased lived. If institution: Residence before odmission) 
q ° °. + b. COUNTY 
33 Carroll Perk Maryland 
Dis b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
s a a RURAL ond give neorest town) , 
s2 lenryton 726 days Baltimore 2Vo/- ¥ 
4 a d. NAME OF HOSPITAL (If not in hospi jive street address) d. STREET ADDRESS e. IS RESIDENCE 
ae 2 OR INSTITUTION ON A FARM? 
eae yton State Hospital 1025 Sarah Ann Street Yes [JNO 
ce 
“oe ©. 3. NAME OF i F 
= BASE Fint Middle Lost 4. DATE Month Day Year 
= {Type or erin) Junious Washington | DEATH Jamary 13, 19 57 
” 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR] IF UNDER 24 HRS. 
lost bphdoy) [Months] Days | Hours] Min. 
Male Negr WwiDoweD [2 DIVORCED [7] 3el~1L yt. 


Wo. USUAL OCCUPATION (Give kind of work done 
during mos! of working life. even if retired) 


ne TSA, a 
! Labore United Fruit Co Virginia USA, 
. “ea aie Me 
1 Ed, Washingto Adeline Washington, 282$xdlmadodonndtity 
‘ (Yes, 10, of unknown) {lf yes, give wor or dates of service) 
) No Unknown Junious Washington. 1025 Sarah Ann St, 


er death. 


~ 
g 
£ 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (€)-) INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: Puli vpenue DEATH 
IMMEDIATE CAUSE (0) onary Hemorrhage 


Then please remave carbon papers. 


na DUE TO 

Conditions, if ony, which Far advanced bi-lateral cavita 
gove rise to immediote 
cotse (0), stoting the ynder. ( DUE TO 


tying couse lost. a tuberculosis 


|, eremotion, ar remaval, and in any event with 


AL DIRECTOR: After this certificate has been signed by the attending physician and campletel 


F: 
& 
52%, 
885 Pacer il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
Peo = (on. TERFORMED? 
> sal = 
“et33 “ < yes(] No 
oO3 = }20c. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Ii of item 18.) 
re) = 
cS slag & JOR CONTRIBUTING C] CAUSE OF DEATH 
E22 © | GF EITHER, NOTIFY MEDICAL EXAMINER) 
ots & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED [| 20e. PLACE OF INJURY (Home, for 1. 1 20F. (City oF town) (County) (State) 
sg FI oor (esa While ie sail. foctory, street, office bidg., etc.) | 
post = Pom. 19 Jot work [] ot work [J 1 
= CAD 
320 21. | certify that | attended the deceased from... oo Weeee tee we y Were that | last saw the deceased 
c= g i. 
ri 3 - olive on. 1-1 a 1g.27 _, and that death occurred ot L2e15EM, from the causes and an the date stated abave. 
S935 ts / ADDRESS (Street, city or town, stote) DATE SIGNED 
4 ~ ACTUAL nryt 
zeae / | |si6natur Mo. __ ee Oy ee 
earza 
Bass PHYSICIAN'S D 
zfs NAME (Type! T, F. Vestal, M. D. w---, Honryton, Md. 
3 > 
< f4 
so] oe 
j= = 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death. Poge 4 


‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF ME\OF R C ity, 
¢ : ME LLL MLAS FLAS 
eee” OY Meet TIT Ye | hth degreruh 
VS. AIS (4 CG eo 
Tem ie Le &) Lies LL tt on 2 cate 1=13—57 Ahhh Hl. tbe. 


TOF 
po: 


om 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


€ 

(* “2 4g CERTIFICATE OF DEATH 4s 

4 3 >. ‘ Reg. Dist, No- Lf 
aN 1. manne DEATH + 23 sete (Where deceosed lived. If institution: Residence before admission) 
=a es Carroll maryLAND |} °° Maryland SeGOUNY” Baltoscrey: 
% a b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

oa RURAL ond give neares! town) 
oe Sykesville 1 days 3Vo/-gBaltimore 
£ i: d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
—s - OR INSTITUTION ON A FARM? 
BS Springfield State Hospital 27 N. Carey Street ves] Nom 
ce 
=o 3. NAME OF First Middle Lost 4. DATE Month Cay Yeor 
J DECEASED OF 
Sty (Type or print) Charles Gray WHITE DEATH Janua 26 19 57 


~ 5. SEX 6. COLOR OR RACE | 7. MARRIED 1} NEVER MARRIEDOR ] 8. DATE OF BIRTH Ls Sy {in yea iF UNDER 1 YEAR| IF UNDER 24 HRS, 
s = 1 Days Mio. 
: Male White |wwoweot) vor) | May 16, 1881 Shale Mack ne 
10a. USUAL OCCUPATION (Give kind of work done] !0b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ME Virginia U.S.A. ~ 


during most of working life, even if relired) 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Gardener 
Unknown Unknown 


yeas AEN SE A IE ald 16, SOCIAL Bo 80 oe 17, INFORMANT Address = 
‘lint Sain aN dant 215=15=509 Springfield Hospital records & Dept.Publjc Wel- 


18. CAUSE OF DEATH [Enter only one couse per line for {0}. {b}. ond {c).] WEEN © 


ouerea BETWEEN 
PART I. DEANE ESTE Cause ol__Cilateral lobular bronchopneumonia 


T AND DEATH 
IMMEDIATE CAUSE (0 days. 
x DUE TO. 


Conditions, if ony, which © 
gove rise lo immediote 

cote (0), stoting the under. ( OVE TO 
lying couse lost. {c 


Paer Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART \fo} 19. WAS AUTOPSY 
4 2 PERFORMED? 
Chronic brain syndrome associated with arteriosclerosis. ves NOT 


20a, ACCIDENT WAS UNDERLYING 11__ | 20b, DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY iHome, form, | 20f. (City or town) (County) (Stote) 
Hour o.m. While Not while foctory, stree!, office bidg., atc.) ¢ 
p.m. v Jol work ("] ot work [7] ‘ 


MEDICAL CERTIFICATION 


Nant tyeo_ Walther H. Sonnenfeldt 


2d. LOCA’ 


y be retained by the haspital ar attending physician. 


TION (City, town, or counly) tote) 


HOSPITAL OR ATTENDING PHYSICIAN: THe. law requires thot the death certificate be executed within 24 haurs after death: Poge 4 


° OA a Gh tDMEL td Fi L2G 
- - t aa. REC'D BY REGISTRAR  ahettg Gee) 
4) 1 «. 
tvs i cate J A 37 3 (AECL ES 
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s 
e 
3 
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may be retained by the haspi' 


| ar attending physician. 


din by the funeral directar, i 


« 


AL DIRECTOR: After this certificate has been signed by the attending physician and camplete’ 


ith 


and 2 shauld be ne 


1 


e 


Then please remave carbon papers. 


shauld be detached far use as the burial-transit permit. 
the reglstrar prior ta burial, crematian, or remaval, and in any event wi! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0049 1 
- 494 _ CERTIFICATE OF DEATH ee Ss 


2, USUAL eee ie (Where deceased lived. If institution: Residence befare admission 
3. 


ny Z a b. COUNTY /7 4 


b. CITY OR TOWN {IF outside carporote limits, write | c. ¢. CITY OR TOYN (If autside corporate limits, wsjte RURAL ond give nearest town) 
FURAL ond give Rearest town) L . a 


d. NAME OF HOSPITAL (If nat in hospitol, give street oddress) d. STREET ADDRESS 
OR INSTITUTION L- / 


3. NAME OF First Middle 


DECEASED ; E. “ore per 
(type or print) / WV = —- £ L wp. Wt DEATH Gow "at 
5. SEX C a ‘OR RACE Ef MARRIED [-] NEVER MARRIED OX 8. an OF BIRTH 9. ingen JF UNDER 1 YEAR] IF UNDER 24 HRS. 
wipoweD [] _ DIVORCED a “19 y A re eee Hs 
10a. USUAL OCCUPATION oe kind of work done] 106, KIND OF BUSINESS © nou RY are BIRTHPLACE (Stote } s country) 12. CITIZEN OF WHAT COUNTRY? 
during most o! g.life, eyen if retirgd 
Spe aod VIA 


14. MOTHER'S MAIDEN 


(eo ae é\ 
15. WAS facailll co 10 aioe SOCIAL SECURITY NO. |17. JNFORMANT 
[Yea no. oF unke 

Pee Wee led 


[~]18. CAUSE OF DEATH [Enter orly one cause per line for (o}, (Oh ond (@)] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: pel! ag a 
: "IMMEDIATE CAUSE (o] : oa 

: DUE TO 
Conditions, if any, which (b 

gove rise to immediote 
couse (0), stating the under ( DUE TO 
tying couse fost, {e) 


Part It, OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. peter eM 


yes(] no] 


abdo ninal orgen ns 


20a. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor } 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour a. 7. While Not while foctory, street, office bidg., etc.’ 4 ' 
pm. W lot work (] ot work [J 


21. I certify that | attended the deceased fram_Qot 22..____, 252, to____ Janpary6 19.57. that t last sow the deceased 


alive on___.__Tenpeny--6-. 12 56-;-: and that death accurred at__7_-A-M, from the causes and an the date stated above. 
‘ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


ACTUAL f 
SIGNATURI 


OF | 2c. NAME OF CEMETERY OF CREMATORY se LOCATION (City, be 2m (tote) y, 


Ne 
24a. REGD BY REGISTRAR 


a} 


$A NyaUng 


col 6 NVI 


Oarsos’ 


